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Vaccine hesitancy has been proven to be a major obstacle in the fight against communicable 
diseases. My research is an ethnographic exploration of a group of public health professionals 
who are tasked with safeguarding the health of South African populations against the spread 
of communicable diseases. My study is relatively nascent in the South African context, as many 
studies of vaccine hesitancy have focused on ‘studying down’ parents, caregivers and 
sometimes healthcare workers. While important, these studies have left important gaps in 
understanding the multifaceted phenomenon of vaccine hesitancy, particularly in relation to 
the role of institutions and public health agencies. My ethnography contributes to this identified 
gap.  Based on six months of fieldwork, centred at the National Institute for Communicable 
Diseases (NICD), I tracked public health professionals from the NICD and Department of 
Health (DoH) as they carried out a Vaccine Derived Polio Virus (VDPV) outbreak 
investigation. I argue that the public health response to this outbreak is a reflection of the 
current understandings, meanings and operationalisations of vaccine hesitancy expressed by 
the NICD and other stakeholders. I draw on interviews, observations and participant 
observation to show that public health professionals, despite their expertise in disease 
outbreaks, are governed and guided by uncertainty represented by gaps in their knowledge. I 
observe that these knowledge gaps are sometimes supplemented by their professional 
experiences of being present in historical outbreaks. My evidence from the research suggests 
that vaccine hesitancy is framed by public health professionals at the NICD as an ignorance of 
the benefits of vaccination which are seen as central to providing unlimited protection from 
infectious diseases and herd immunity. This hesitance is perceived by public health 
professional at the NICD as product of misinformation. Importantly, I observe that the work of 
some public health professionals doesn’t reflect their own personal beliefs about vaccines. This 
undercuts the pervasive imaginary of public health professionals as firm believers of all 
vaccines. Notably, outside their professional spheres, they have their own personal dispositions 
towards some vaccines. Ultimately, I demonstrate that ‘studying up’ is a useful lens to 
understand how ‘vaccine hesitancy’ is operationalized in the context of public health agencies 
especially in explaining and responding to low vaccine coverage and disease outbreak. Thus, I 
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At the outset, I want to make it unequivocally clear that I respect the work of public 
health officials. My research is in no way conducted, or intended to “bash” public health 
professionals of any kind. Thus, my dissertation and research are written to be devoid of 
an attempt to (re)produce negative innuendos about the work of public health 
professionals at the NICD. Instead, my work is an attempt to understand the institutional 
dynamics that influence public health perceptions of vaccine hesitancy. This is an 
exploration that has remained very scant both in public health and anthropological 
literature, despite the growing relationship between the two disciplines. There are many 
reasons for this disjuncture that I generously engage throughout the dissertation. These 
include ceilings that are often placed in anthropological interests that relate to the 
study(ing) of the processes of power. Further, the reasons entail anthropology’s 
enjoyment and centeredness to studying down subjugated communities. My interest in 
this dissertation and my research more broadly is to act as a mirror for agents of power 
to explore the implications of the processes of their works on the larger society. This is 
the central aim of my research, and for which I do my work. I ask the reader, generously, 
to read the work through this len(s) of understanding agents of power through “studying 
up”.  
 
The state of vaccine hesitancy implicitly suggests that biomedical ‘knowledge’ is in a 
crisis, a crises that has been brewing for decades. Therefore, this presents an opportune 
moment for the biomedical fraternity to sit down and (re)think how their knowledge can 
be best changed to suit the ideologies of the wider public to ensure continued 
collaboration. This can only be achieved if more ethnographic studies of public health 
professionals / and or scientists are produced. 
 
This research was written in a very stressful time, for everyone around the world. While 
others enjoyed a lot of creativity sitting at home, for some of us, Covid-19 presented us 
with frequent mental blocks among various other structural, economic and pyscho-social 
challenges. Writing felt a little bit more challenging in the Covid-19 context as my 
creativity frequently dwindled. I experienced forms of ‘culture shock’ as the pandemic 
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introduced new ways of living that some of us were not really accustomed to. This is 
because some of us thrive through social interactions, which swiftly moved to the virtual 
space in the past year. In 2020, I have been forced to rethink anthropology and what 
feeding my social appetite entails in the context of physical and social distancing.  
 
With all the challenges faced, I hope the dissertation and my research contribute 
especially in the Covid-19 context to understanding more ‘the social’ in how public 
health researchers and scientists ‘produce’ knowledge.  
 















The first part of the dissertation (chapter one and two) is an overview of my research’s 
contextualization and rationale. In framing my study historically, in chapter one, I 
provide a history of medical anthropology and its endeavour to understand varying health 
behaviours, experiences and knowledge. Through such an exploration I shed light on 
anthropology’s shortcomings in adequately addressing health behaviours. I argue in 
similar breath with scholars such as Craffert (2011), Hlabangane (2014) and Singer 
(1990) and others that anthropologists, to a certain degree tend to be pluralistic in their 
approach of studying health behaviours, experiences and knowledge. This is attributed 
to the nature of medical anthropology being what Singer (1990) referred to as a service 
sector to biomedicine. As a consequence, anthropologists have filtered their explanations 
through biomedical lenses, thus losing sight of their anthropological identities. It is 
because of this double bind that medical anthropologists have often failed to “study up” 
the role of larger processes of political and economic structures/processes in shaping 
health behaviours, experiences and knowledge. This can be linked to the fact that much 
of the public health work that anthropologists do is in partnership with public health 
institutions or professionals who are unaccustomed to being the “subjects” of study.  
 
Such shortcomings are reflected in the vaccine hesitancy scholarship where the abundant 
literature focuses on studying down and sometimes sideways vaccine hesitant 
individuals. In so doing, I show anthropologists have neglected to “study up” public 
health professionals and the institutions that govern them along with the influences of 
macro-structures/processes. Through examining public health professionals and their 
activities, I posit that we can begin to understand the culture of biomedicine that informs 
their perceptions and ideologies of health behaviours such as those reflected in vaccine 
hesitancy. This is a component that is missing in vaccine hesitancy scholarship since we 
have only been exposed to a partial story of vaccine hesitancy. I posit, exploring the 
culture of biomedicine through the activities of public health professional can better 




The second chapter in part one (chapter two) brings attention to the ‘behind the scenes’ 
of conducting fieldwork among public health professionals. I describe the methods and 
techniques employed in my study through reflecting on my journey to finally settling in 
at the National Institute for Communicable Diseases as I went about exploring the 
‘culture of biomedicine’. Through this ethnographic journey I come to grips with the 
danger of culture shock and the challenges of not ‘going native’ and having identity 
problems. 
 
Essentially, both chapters in part one of this dissertation argue for the continued study of 
public health professionals which has been particularly scarce in vaccine hesitancy 














“… public health programmes aim to replace ‘false’ beliefs with ‘accurate’ knowledge, 





 “… For me anti-vaxxers1 are still a very low population in comparisons to those people 
that take vaccines … we actually had an interesting conversation last week … at [the] 
African council conference … [in] South Africa, specifically, vaccine coverage 
traditionally has always been high, and we managed to keep our coverage very high … it’s 
only in recent years that we have dropped in our performance. And a lot of it was attributed 
to the fact that we have taken it for granted that it is working so we don’t pay it any 
attention. And when you start talking to healthcare workers, doctors and nurses they are 
like ‘urgh no, polio is gone we don’t have to worry about it, measles has been 90% 
eradicated we don’t have to worry about it. Let’s worry about TB, let’s worry about HIV’ 
you know, real tangible healthcare issues’. So a lot of [healthcare workers take it] for 
granted and [are] not actually keeping the awareness that vaccination needs to keep 
happening because we haven’t actually gotten rid of these viruses. And that’s from top 
down, doctors, nurses as well as the general population that education has to happen from 
both sides. So whether it’s like uh uh doctors having a talk or a pamphlet or a poster up in 
a hospital uh I mean they are educated in that they went to medical school but I mean nine 
years later, a decade for some doctors they don’t worry about it anymore. You’ve got your 
general EPI2 schedule. And then also from a general population up radio, TV awareness.” 
[Interview excerpt with Dr Pentium] 
 
When I arrived at the NICD, I was instantly told by public health professionals that vaccine 
hesitancy is something they rarely talk about, whether in meetings or in informal conversations. 
The reasons behind the lack of verbal engagement as far as vaccine hesitancy is concerned can 
be attributed, in part, to the above opening excerpt from fieldwork interviews. Firstly, as 
observed above, vaccine hesitancy in South Africa is not as prevalent as it is in some parts of 
Africa, Europe and America. The vaccination coverage, which has dropped with the advent of 
                                                          
1 ‘Antivaxxers’ generally refers to individuals who outright oppose vaccination and to a larger extent laws that 
warrant compulsory vaccination.      
2 Expanded Program on Immunization (EPI) is a vaccination program that aims to widen the scope of vaccination 
by including older children, adolescents and adults in vaccination schedules. More information available here: 
 https://www.who.int/immunization/programmes_systems/supply_chain/benefits_of_immunization/en/    
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Covid-19, is a case in point3. Thus, because vaccination coverage has been relatively high in 
South Africa, public health officials have grown complacent and have neglected talking about 
it. However, this is not to say that vaccine hesitancy does not exist. In 2017 for example, the 
NICD performed a measles outbreak investigation in a community characterised by a high rate 
of vaccine refusal due to religious concerns. Individuals within this community had concerns 
that some vaccines contain a porcine derived product. As a result, there was much resistance 
to vaccination.   
The second reason why ‘vaccine hesitancy’ has not gained traction in South Africa is because 
it is not seen as a ‘real tangible healthcare issue’. In the context of South Africa, vaccine 
hesitancy is not something that has tangibly affected healthcare to a point where it becomes a 
source of much debate in healthcare and public conversations. Thus, because vaccine hesitancy 
has not materialised into the re-emergence of vaccine preventable diseases such as polio and 
measles on a large-scale proportion, public health and healthcare professionals have cast it as 
something that has no bearing towards prevalent healthcare issues such as TB and HIV. 
Moreover, since vaccine hesitancy is largely opinion determined and thus characterised by 
issues concerning thoughts and perceptions towards life, it is often seen as an intangible issue. 
While vaccine hesitancy did not take precedence in public health conversations at the NICD, 
much of the public health activities were geared towards implicitly addressing issues of vaccine 
hesitancy. Coded in these activities were awareness campaigns aimed at improving the public’s 
understanding of communicable diseases and motivating vaccine acceptance. In an attempt to 
display the leaps that the polio vaccine has made to date, the NICD produced a documentary 
film about the success stories of South African Polio survivors4. In this documentary, the NICD 
was using the lives of previously infected individuals to create awareness of the dangers 
associated with the polio virus if one is not vaccinated. One of the survivors on the documentary 
went on to encourage people to vaccinate and to look at them as “inconvenient examples” of 
what happens when one does not vaccinate. The majority of polio survivors interviewed in this 
documentary were not all ‘vaccine hesitant’ but were victims of circumstance. Some of the 
survivors missed vaccination schedules due to structural and logistical issues such as not having 
                                                          
3 According to an article written by Adele Baleta (2020) with information received from the Department of health, 
the South African vaccination coverage has dropped from 82% which was recorded in 2019 to 61% during the 
2020 level 5 lockdown restriction during Covid-19. Most notable is the decrease in the second dose of the measles 
vaccine which has dropped from 77% to 55% in 2020. Available: 
https://www.spotlightnsp.co.za/2020/06/24/dramatic-drop-in-sas-immunisation-rates/  
4 The documentary is available on YouTube: https://www.youtube.com/watch?v=_u-u2KnvurQ&t=126s   
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transport money to go to the clinic and understaffed clinics. This is one of the major issues that 
public health professionals at the NICD used to explain instances of low vaccine uptake in 
South Africa, 
“… For those guys who are in the public system the clinics are understaffed. Mothers are 
taking pretty much a full working day to get their children vaccinated, that’s now taking 
away their daily income.  So a mother will go to the EPI clinic because she does know that 
the child needs to receive a vaccine but she will spend almost three to five hours there 
waiting in a que that’s got so many people and so many other babies in front of her. So 
because of that many mothers decide that ‘ohk well not today, I will delay it’ and 
eventually we will get a drop in vaccination coverage because moms aren’t able to take a 
day aside to get their children vaccinated. So the clinics are understaffed and we need to 
also make changes that allow mothers to try and get their babies vaccinated during 
afterhours or even on the weekends to accommodate for their working lifestyle. So if that 
was part of the question, the government up there should realise that the EPI vaccine needs 
to be accommodated for working mothers.” [Interview excerpt with Dr Sue] 
Public health studies echoed similar sentiments attributing low vaccine coverage to the 
understaffed clinics. For example Oku (2017:8) observed in the Nigerian context that, 
 “… health workers were particularly warm and receptive on days when fewer caregivers 
visited. Health workers occasionally shouted at mothers who came late, could not answer 
questions asked, missed their clinic appointments or forgot their vaccination cards at home. 
In the rural sites, our observations also suggested that these health workers were usually 
not as friendly as urban health workers. This may have been tied to the fact that they were 
understaffed, with sometimes just one health worker in a facility performing tasks 
including the collection of vaccines from the central store, registration, vaccine 
administration, health education and cleaning.”  
 
Although this observation was made in a Nigerian context, these are some of the major issues 
that characterise low vaccine coverage according to my interlocutors at the NICD. In a more 
general sense, my interlocutors at the NICD viewed vaccine hesitancy as a product of 
misinformation and the lack of easily comprehensible information about the benefits of 
vaccination. This is a view that characterises the majority of public health studies that vaccine 
hesitant individuals consume a lot of incorrect information without fully questioning the 
validity of conclusions made from such information,  
 “… not uneducated, but they are misinformed ohk? So yes it all goes back to the 
Wakefield’s study where he accused the MMR5 of autism right? And the link with the EPI 
vaccine is that the EPI vaccines are given strategically to prevent childhood diseases right? 
That also coincides with the appearance of autism. So there is a major association between 
those that have an anti-vax campaign linking the EPI vaccine to autism right? And if you 
look the first thing that you google and you say ‘anti-vaxxers and why vaccines are not 
good’ then you will get your very first google appearance of Andrew Wakefield and those 
studies right? Uhm as scientists we often forget that the lay person who is educated and 
                                                          
5 The ‘MMR’ that my interlocutor is referring to here is the Measles Mumps and Rubella vaccine which was found 
to be the source of autism in the retracted Andrew Wakefield’s study. 
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has got degrees around them is not necessarily educated within the health systems and 
within education around the wording around scientific publications ohk? and often I don’t 
think that the scientific community clearly uhm relates their message in a way that the 
average non-scientific person can understand. Do you see where I am going at? Right so I 
would bring in steps and not many people would understand what the Andrew Wakefield 
means, not many people would know what the significance of that study means right? They 
will redefine the conclusion and then that’s what they will take home, but they don’t 
actually interrogate what that may mean, they won’t say how many people did that study 
[look] at, they won’t look at other studies and how many studies have corroborated with 
that research. So the lay person will read the first two google entries, they won’t go in-
depth and look at all the PubMed publications. They don’t need to hide information, not 
necessarily hide but not uhm they need to explain more clearly that they are able to 
understand both pros and cons of vaccines and that there are benefits that outweigh the 
cons.” [Interview excerpt Dr Sue]  
From such explanations it becomes apparent that public health professionals have a different 
way of conceptualising knowledge and beliefs compared to lay persons. According to Pelto 
and Pelto (1997) knowledge and beliefs within the public health community are viewed as two 
opposing terms. In such a view, ‘knowledge’ would constitute accepting vaccines as a viable 
preventive measure against the spread of communicable diseases and being aware that the 
benefits of vaccines outweigh the disadvantages which generally come in a form of negative 
side effects (Pelto and Pelto, 1997). In contrast, ‘beliefs’ are defined as ideas that are often 
erroneous in that they oppose biomedical perspectives and can include seeking help from 
spiritual healers who are not perceived to be scientific in their methods (Pelto and Pelto, 1997). 
As such, the term ‘knowledge’ insinuates that the information is nothing more than a scientific 
fact based on universal truths (Pelto and Pelto, 1997). That is why vaccine hesitant individuals 
within the public health community are often referred to as lacking the appropriate ‘knowledge’ 
because their belief systems are in contrast with the biomedical fraternity of information. While 
arguing against the public health’s use of knowledge and beliefs, Pelto and Pelto (1997) argued 
that, both terms are equivalent concepts and that, 
 “… all people, whether biomedically trained health professionals or rural villagers, have 
cultural belief systems about the causes of sickness and possible remedial measures. The 
belief systems of health professionals are supported by substantial empirical evidence, but 
they are beliefs all the same; and the beliefs are constantly revised in the light of new 
information. In our view, the failure to recognize this, and the tendency to distinguish 
beliefs and knowledge based on their "truth value," has often complicated and confused 
the examination of relationships between belief/knowledge and behaviour”. 
However, public health professionals at the NICD seem to be aware of the cultural difference 
that exists between them anti-vaxxers. Thus, they use members of the anti-vaxxer communities 
who are not anti-vaccine to persuade them to vaccinate. This approach is performed because 
members of the same communities have a way of understanding each other because of the 




“… so what was also done with the measles outbreak where we found a certain community 
that are predominantly anti-vaxxers, we used somebody they knew in the community, so 
if I can say it was a Muslim community, we used a Muslim organization that [was] not 
[anti-vaccine] to try and reach that group, because if we go in and say vaccines are good 
for you, it is the same speech they have heard many times but if you use one of their own 
who believes in the same religion [as them] to actually talk to them, so in that instance, 
from our side it was not us going in to give them information about vaccines but we tried 
to use someone they can identify with to try and give a health promotion”. [Interview 
excerpt with Dr Brown] 
 
In reality, beliefs are a necessary condition for knowledge, thus both knowledge and beliefs 
presuppose each other and do not exist in isolation. Therefore, vaccine hesitancy represents the 
battle of ideologies between the  belief systems of public health professionals and those who 
are ‘against’ vaccination. Thus, in order to resolve this contention and understand vaccine 
hesitancy more holistically, both  belief systems need to be placed under scrutiny instead of 
only focusing on  belief systems outside the sphere of public health.  A more holistic approach 
would be to create a common ground where both  belief systems are analysed to create solutions 
that would benefit both belief systems. So the tendency of scholarly articles to focus on vaccine 
hesitant individuals only creates a ‘single story’ of vaccine hesitancy created through the 
persistent representation of individuals opposing biomedical hegemony with alternative ways 
of alleviating and preventing sickness.    
Looking beyond the ‘single story’ of vaccine hesitant individuals, this thesis is an ethnography 
of the  ‘belief systems’ of public health professionals at the NICD. I centre my exploration on 
the ideas, contexts, knowledges and practices that directly and indirectly inform their 
perspectives and understandings of vaccine hesitancy. Through such an exploration, I aim to 
contribute to an evident gap in the literature on vaccine hesitancy that has a tendency to ‘study 
down’ the social responses to vaccination by focusing on the  belief models about causation 
and prevention of sickness employed by non-public health professionals. Therefore, I plan to 
create a bigger picture of vaccine hesitancy through involving the context of public health 
professionals to the story of vaccine hesitancy.  
My research follows Nader’s (1972) call to ‘study up’ institutions of power in an attempt to 
look beyond the overly researched marginalised groups of people. In studying up, I bring 
ethnographic attention to the understudied individuals who are often in a position of power in 
shaping national health programmes, responses and campaigns. In the context of my research, 
my thesis brings ethnographic attention to the relatively under-researched health agencies and 
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public health professionals who are often part of the vaccine hesitancy conversation from a 
position of power, and yet they are almost always overlooked in literature as actors worthy of 
ethnographic enquiry. Just like any group of individuals within society, public health 
professionals are part of a semantic world where they are governed by different sets of 
meanings. For some public health professionals, they are often stuck in a double bind in that 
they are faced with a difficult task of navigating two semantic worlds and finding a balance 
between the two worlds—the professional and non-professional world. For example, 
“We know of side effects, but don’t all the side effects, and then yes you hear that someone 
got this and that and they got paralyzed … you know … it is concerning … I think the one 
that scared me … the child was immunodeficient … you know the iVDPV one … it was 
one of the adverse events … that child dying … that was a bit scary and [during] that time 
I was pregnant … it scares you … so when my daughter got her six week vaccine I had to 
watch her hahaha, for the next 24 hours I was scared … I literally stayed up the whole 
night … but I think the benefit outweighs the risk” [Interview excerpt with Dr Brown].  
 
Therefore, as Hlabangane (2014) asserted that 
“The ‘truth’ is not to be found in the utterances of the informant, the informant is just as 
caught up in the politics and poetics of representation as the researcher. That is, the 
utterances of the informant are not unmediated – they are claims made in response to and 
in a particular sociopolitically fraught relationship” (Hlabangane, 2014:191). 
 
The utterances of my interlocutors at the NICD, for the most part, were bounded by contextual 
ideas about their ‘biomedical and scientific’ culture. Therefore, the utterances made were 
reflective of the professional world that they immerse themselves in. Behind the ‘professional’ 
beliefs of public health officials at the NICD, lurk the ‘unprofessional’ beliefs that public health 
programmes sought to replace with ‘accurate’ knowledge (Manderson, 1998).    
The purpose of this introductory chapter is to provide an overview of my research’s aim, 
contextualisation and rationale. I provide a background of current and past anthropological 
understandings of health behaviour and knowledge to shed light on the shortcomings of 
medical anthropology in its approach to explaining health behaviours, experiences and 
knowledge, and how my research alleviates these shortcomings. Secondly, with the help of 
scholars such as Briggs (2003) I deconstruct the concept of public in notions of public health 
to draw attention to the imagined work of public health professionals and to a larger extent of 
the state. I argue in conjunction with Briggs (2003) that the work of public health professionals 
is to implicitly define citizenship purely on the grounds of health. In that process, individuals 




Anthropology of health and knowledge  
Anthropologists have for years examined the interplay of cultural belief systems on heath 
related issues for a better comprehension of the social responses to health care practices. In this 
process, they have established explanatory models that explain an episode of sickness from a 
patient’s point of view and its treatment thereof (Kleinman Eisenberg and Good, 1978). 
Through such explanatory models, anthropologists begin to understand the knowledge that 
shaped the patient’s beliefs about the illness in question and the social and personal meanings 
attached to the illness (Kleinman et al, 1978).  
As such, Pelto and Pelto (1997:153), argued that this kind of approach implied that 
anthropologists were casting cultural belief systems as the primary explanation for peoples’ 
behaviours by labelling people as ‘passive embodiments of traditional cultural wisdom’. 
However, anthropologists have since then moved away from thinking about health behaviours 
in that manner through adopting an ecological framework that placed emphasis on material and 
economic constraints, political considerations and belief systems (Mcelroy and Townsend, 
1989; Pelto and Pelto, 1997). In this approach, people are painted as active decision makers 
who are frequently involved in the act of identifying and deciding on available health care 
alternatives. Although this kind of thinking about health can be beneficial in trying to 
understand motivating factors behind individual health behaviours, coded in this approach is 
to view individual health behaviours as representative of larger social networks.  
The above mentioned approaches to understanding health behaviours represent a dominant 
trend in anthropology, that is, to use the concept of culture to explain health behaviours, 
experiences and practices. In this process, the fundamental argument is that people act the way 
they do because of the cultural processes they were socialised into. For example,  
“… If we accept that culture is a total phenomenon and thus one which provides a world 
view for those who share it, guiding their knowledge, practices and attitudes, it is necessary 
to recognize that the processes of health and illness are contained within this world view 
and social praxis” (Langdon and Wiik, 2010:465). 
Anthropologists have in many ways critiqued the use of ‘culture’ in this manner, arguing that 
it obfuscates the role of larger political and economic structures. The concept of culture in 
explaining health behaviours takes individual experiences and uses them as cultural proxies 
signifying community practices. 
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For example, Nokuthula Hlabangane in her work on ‘From object to subject: Deconstructing 
anthropology and HIV/AIDS in South Africa’, problematizes anthropological ‘cultural’ theories 
that account for the widespread nature of HIV/AIDS, arguing that, 
“… the dominant trend was to look to the individual for answers as the individual was seen 
as both a source of information from which theories of explanation were developed and as 
the primary site for the implementation of interventions to combat the effects of the 
epidemic. This had the unfortunate effect of diluting important principles of anthropology 
such as taking an amalgamation of individual utterances as representative of community 
life and ideologies” (Hlabangane, 2014:174). 
 
Although, to a certain extent, people behave and act according to their cultural beliefs, 
sometimes individual health behaviours are mutually exclusive in that they are governed by 
socio-economic factors that have nothing to do with cultural beliefs but with larger processes 
of power.  
The beginning of the HIV/AIDS epidemic according to Hlabangane (2014) represented the 
lack of knowledge about human sexuality among anthropologists, thus, in an attempt to fix 
this, citing Bolton (1999) she argued that there was a tendency by anthropologists to artificially 
free sexual behaviour from the relations of power and meanings that bring it to life. This was 
done through analysing sexual behaviour as mutually exclusive from the systems of relations 
that fashion it. This kind of analysis according to Singer (1990) in Hlabangane (2014) reflected 
anthropology’s ‘colonial tendencies’ through being a service sector for biomedicine. 
Expanding on this view, Hlabangane (2014) posits that in conceptualising the aetiology of HIV 
and AIDS, medical anthropology has adopted the concerns of both biomedicine and public 
health which have the tendency to only focus on individual behaviour during diagnosis, 
prognosis, spread and containment of disease, as well as attributing the spread of HIV/AIDS 
to cultural practices.  
The problem with conceptualising HIV/AIDS in individual terms as Hlabangane (2014) argues, 
is that it covers up pivotal factors that mould individual behaviour and overlooks the overall 
fashion of associated behaviours. Writing in Foucauldian mode, Hlabangane (2014:177) argues 
that the implications of the conceptualisation of HIV/AIDS in individual terms are,  
“… in general, attention is focused on the micro-politics of sexuality – who does what, 
with whom, how often, how and why. This occurs to the neglect of macro-analyses that 
seek to deconstruct the role and influence of bio-powers such as religion, the state, 
biomedicine and the social sciences in how and why sexuality assumes the kind of aura 





The same can be said about vaccine hesitancy scholarship, that attention was, to a certain 
extent, focused on the ‘micro-politics’ of vaccine acceptance such as who rejects vaccines and 
why. As such, my research draws attention to the macro-analyses that deconstructs the public 
health understanding of vaccine hesitancy and how that shapes their responses to low vaccine 
uptake. This approach brings attention to the relatively understudied bio-powers of public 
health, biomedicine and the state in the South African context. 
Also, perhaps there might be some element of truth in the assertion that anthropology might be 
a service sector for biomedicine in its attempt to help the sector understand health behaviour 
from a different perspective. This is all the more true when taking vaccine hesitancy scholarship 
into consideration in that the majority of studies seemed to be leaving public health professional 
out of the picture. In most cases, anthropologists are employed or work in tandem with bio-
powers to understand certain health behaviours and their research interests are often 
constrained by these relationships. Thus, the knowledge that is produced is in some way 
favourable to what bio-powers are seeking to know. Echoing similar sentiments, Craffert 
(2011) posits that the majority of research in medical anthropology is conducted in union with 
health care personnel because it is relevant to international public health programmes.    
However, as far as other topics are concerned, of course within the public health/biomedicine 
context, anthropologists have been employing a macro-analysis approach to deconstruct the 
role and influence of bio-powers (Briggs and Briggs, 2004).  
Nonetheless, Craffert (2011:2) made the assertion that medical anthropology “exists by virtue 
of biomedicine”. He supported this assertion by arguing that anthropologists were operating in 
the fields of medicine and health care since end of World War II, and by that on its own, the 
job description of a medical anthropologist has been that of a ‘service sector’ for biomedicine 
(Craffert, 2010). Moreover, Craffert (2011) argues that the majority of medical anthropologists 
were socialised in biomedicine as far as medical anthropologists explore and examine issues 
that are “defined in biomedical terms” without attempting to filter them through 
anthropological lens first. The underlying assumption surrounding both Hlabangane (2014) and 
Craffert’s (2011:2) argument is that medical anthropology is stuck in a double bind as it has 
gone ‘native’. In its examination of health behaviours, medical anthropology has filtered its 
descriptions through a biomedical lens. As a consequence, as both scholars have alluded, 
medical anthropology has frequently failed to include biomedicine in cross-cultural interpretive 
processes due to the ‘intimate’ relationship that medical anthropology has with biomedicine.  
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For example, Craffert (2011:3) made the argument that, when interpreting health behaviour, 
sickness and behaviour from a cross-cultural perspective, medical anthropology tends to take 
for granted the superiority of biomedicine in that the medical anthropologist portray foreign 
health behaviours and sickness through “dressing them up in biomedical garments”. In other 
words, medical anthropologists see the medical worldview as representing ‘reality’ because of 
their tendency to filter experiences through biomedical filters. This is something I come to 
grips with in my methods and techniques (chapter two) section as I encountered a similar 
approach during my fieldwork. Anthropologists are thus urged to consider biomedicine as a 
cultural system just like any other ethnomedical system. In that process, anthropologists should 
examine biomedicine employing the principles of cultural relativism as a way of circumventing 
ethnocentric vantage points. Additionally, medical anthropologists should refrain from 
naturalising biomedicine through ascribing to it a universal and absolute truth as well as 
excluding it as a culturalized form of knowledge making (Langdon and Wiik, 2010)    
Both Craffert (2011) and Hlabangane’s (2014) argument stem from Singer’s argument that 
medical anthropology has been exposed to the process of medicalization enabled by the 
availability of medical research funding and employment opportunities. The medicalization of 
anthropology is seen through the tendency of medical anthropologists to cast non-western 
ethnomedicine as a product of culture while casting biomedicine as a component of science 
(Craffert, 2011). In addition to viewing biomedicine as a non-cultural entity, Singer (1990) 
further argued that medical anthropology is clinically biased as it often ignores the role of 
biomedicine as a tool for cultural hegemony and social control. Singer (1990:182) posits that, 
“… often anthropologists who bring cognitive, culturalist, psychological, and ecological 
perspectives to medical anthropology have failed to fully locate “microstructures, such as 
the doctor-patient relationships, within more macrosociopolitical and economic structures, 
such as class relations, power, social control, and ideology”. 
 
Put in simple terms, medical anthropologists often fail to scale up their analysis of 
microstructures through ‘studying up’. This argument is in line with  Hlabangane’s (2014:184) 
assertion that in studying HIV/AIDS, medical anthropologists, while opting to ‘study(ing) 
down’ neglected the importance of ‘studying up, sideways and through’ as a way of avoiding 
drawing attention to the possible connections between these sectors of society. Additionally, 
Singer (1990) made an important argument that macro-level structures and processes like that 
of public health agencies do not exist in a vacuum, they are governed by beliefs, behaviours 
and relations. Therefore, research needs to be focused on making clear how macro-processes 
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are manifested at the micro-level. Thus ‘studying up’ vaccine hesitancy at the macro-level can 
reveal a number of things such as how macro-level processes, behaviours, beliefs, ideas and 
relations can influence behaviours at the micro-level. Studying up vaccine hesitancy at the 
macro-level can help us more closely to unpack the political frameworks within which public 
health professionals operate and how those frameworks ultimately shape their ideas and 
behaviours. 
Although some anthropologists in the vaccine hesitancy scholarship have tried to locate 
vaccine hesitancy within the macro-socio-political structures through pointing to the 
connection between the hegemony of biomedicine and anti-vaccination movements, the role of 
biomedicine in other studies (as it will be apparent in subsequent chapters) was still treated as 
a rumour. No studies have been conducted to actually prove that the role of biomedicine in 
influencing anti-vaccination movements was indeed a rumour or not. This may suggest that, to 
a certain extent, medical anthropology is still medicalised, because the majority of 
anthropologists writing on vaccine hesitancy are either affiliated with a health institution or 
they have held positions there prior. According to Langdon and Wiik (2010:465) medical 
anthropology in the last decade has be used as a tool for “professional training doctors, nurses 
and other professionals” within the health space to reflect on the cultural and socio-political 
aspects of health. Langdon and Wiik (2010) continued to argue that there are interdisciplinary 
research centres that involve both anthropologists and public health professionals, dedicated 
for the sole purpose of studying health issues. Therefore, one would argue that medical 
anthropologists have been pluralistic in their approach to examining vaccine hesitancy. 
Moreover, scholars such as Lenore Manderson have done a lot of work at the intersection of 
anthropology and public health and have called for the inclusion of anthropology in public 
health activities due to, for example, the shortcomings of public health in fully grasping the 
role of human behaviour and social structure in the spread of infectious diseases (Manderson, 
1998). While acknowledging that, to certain degree, public health programmes function with 
the purpose of “replacing ‘false’ beliefs with ‘accurate’ knowledge while changing human 
behaviour”, Manderson (1998:1021) argues that anthropology feeds right into this purpose 
since part of social sciences’ function is to “document knowledge” alongside “attitudes and 
beliefs” with the purpose of integrating “national or multinational interventions to suite local 
settings”. This argument suggests that ‘scientific medical knowledge’ is indeed superior to folk 
beliefs since public health programmes motivate people to resign their cultures to adopt a 
‘biomedical culture’. Problematic as it is, such an approach is almost always met with 
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resistance since many people are loyal to their cultures and culture plays an important role in 
African personhood (Livermon, 2015; Mfecane, 2018; Qambela, 2017). Thus people should 
not be pushed to resign their cultures in the name of health, but public health should find a way 
to accommodate folk beliefs in their health programmes to demonstrate their willingness to 
curb the spread of infectious diseases despite functioning within different ideologies. Also, 
while the collaboration of anthropology and public health may produce important and 
beneficial ways of fighting infectious diseases in communities, it is pivotal in that process that 
anthropologist do not lose sight of their identity, because it is that identity that can insure the 
success of this collaboration. 
While I have not directly drawn attention to Michel Foucault’s work with regards to the 
understanding of power and knowledge through citing his work, it is important to highlight that 
the ideas of the majority of scholars cited in this section were largely influenced by Michel 
Foucault’s contributions to how we all think about knowledge and power, and of course our 
comprehension of the power structures that produce this knowledge. I believe that through my 
engagement with their works, I am implicitly bringing attention to a more centred foucauldian 
mode of thinking that speaks to the argument that is being made to this paper.     
In this section of the chapter I have explored some of the ways in which health and knowledge 
have been examined from an anthropological perspective. Some of these approaches like the 
use of the concept of culture as a primary explanation for certain health behaviours have been 
criticized as obfuscating the role of political and economic structures/processes in influencing 
health behaviours. Additionally, employing the concept of culture independently has often led 
anthropologists neglecting to study(ing) up larger structures of power and their role in shaping 
health behaviours, with the anthropological scholarship of HIV/AIDS being a case in point. 
Scholars such Hlabangane (2014) and others have often blamed the colonial tendencies of 
anthropology such as being a service sector for biomedicine, for losing sight of the larger 
processes of power. The desire of public health professionals to be frequently involved in 
public health activities through collaborative work has often hindered the need to study up 
public health agencies, especially from a South African context. This can be further attributed 
to the dearth of anthropological studies on vaccine hesitancy focusing on public health agencies 
such as the NICD. Understanding health behaviours can not only be achieved through studying 
down the explanatory models of individuals’ perception of illnesses through a biomedical 
vantage point, but also through studying up biomedical explanatory models. In order to study 
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up the culture of biomedicine, deconstructing ‘public health’ can be the first step to achieving 
that.        
  
‘Unsanitary citizens’: Deconstructing ‘public health’  
In deconstructing the concept of ‘public’ entrenched in ideas of ‘public health’ and to start a 
conversation about public health discourse, Charles Briggs (2003) gave an added impetus to 
the debate as a way of  honing in on public health discourses through an analyses of the 
practices of public health professionals. As such, Briggs (2003) placed the concept of ‘public’ 
in notions of ‘public health’ under the definition of ‘common sense understanding’ associated 
to ‘society’ or a group of people living in conjunction in an ordered community. In other words, 
in adopting public health practices, communities are repeatedly expected to see their 
participation in public health activities as a product of their sound practical judgement and their 
capacity to comprehend what is common or shared by all people.  
Such a meaning, according to Briggs (2003), building on the work of Rosennberg (1962), 
emanates from the notion that epidemics during the 19th century compelled European and North 
American nations to adopt a sanitary revolution, a narrative that has shaped debates of public 
health. Consequently, through embracing this sanitary revolution, the majority of North 
American and European nations were able to avoid epidemics of diseases such as cholera that 
persisted in other regions (Briggs, 2003). In nations that failed to embrace the sanitary 
revolution, these epidemics as alluded to by Briggs (2003) and Rosenberg (1962) gave birth to 
a new nature of relationship between governments and citizens.  
For example, in the wake of such prevalent disease epidemics, governments framed and 
assumed the role of safeguarding the health of the public against dangerous diseases as one of 
their basic functions (Briggs, 2003; Rosenberg, 1962). As a result of this newly found role, the 
government established long-standing institutions with the sole purpose of introducing 
technologies for performing disease surveillance and control. Through the establishment of 
public health institutions, citizens were tasked with the responsibility of adhering to the 
authority of public health professionals as well as assuming responsibilities for embracing 
hygiene practices (Briggs, 2003; Rosenberg, 1962). 
As a result of the state-citizen relationship mentioned above, the government produced what 
Briggs (2003:288) calls ‘sanitary citizens’, that is, individuals who,  
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“… conceive of the body, health, and disease in terms of medical epistemologies; (2) adopt 
hygienic practices for disciplining their own bodies and interacting with others; and 
recognize the monopoly of the medical profession in defining modes of disease prevention 
and treatment.” 
Sanitary citizens are individuals, like public health professionals, who embrace the ‘culture’ of 
biomedicine through conforming to the ideologies and practices of biomedicine. Moreover, 
these are people who, according to Pelto and Pelto’s (1997) definition of knowledge, are 
thought of as being ‘knowledgeable’ or well-informed about the science of biomedicine. In 
contrast to ‘sanitary citizens’ the government further produced what Briggs (2003:288) referred 
to as ‘unsanitary citizens’ which are individuals,  
“… who were expected to have failed to internalize medicalized epistemologies, bodily 
practices, and deferral to health professionals. Their bodies and domestic spaces were 
subject to what Jaber F. Gubrium and James A. Holstein (1997) refer to as de-privatization, 
such that the state could inspect their homes at will and attempt to transform bodily, 
culinary, child-care, and other practices.” 
Such individuals time and again oppose the biomedical way of dealing with illness and disease 
through embracing or adopting ‘alternative’ medical practices such as consulting traditional 
healers. They think of the body as a private entity that can only be controlled by them. In other 
words, they see themselves as agents of their bodies with authority to make informed and 
conscious decisions about how to take care of their bodies. Again, these are individuals who, 
according to Pelto and Pelto (1997), have beliefs (“traditional ideas”) and lack knowledge 
(scientific information) about healing practices. In light of such a description, one would argue 
that vaccine hesitant individuals are ‘unsanitary citizens’ due to their well-documented 
resistance and scepticism to vaccination. The ‘de-privatization’ of the body as per Briggs’ 
(2003) analysis, is repeatedly the source, although not exclusive, of resistance movements 
against the hegemony of biomedicine, where individuals involved are fighting for autonomy.  
This dichotomous description of the public has produced ‘racialized’ ways of separating 
(othering) members of the community who either conform or reject the culture of biomedicine. 
As a result, and as per Briggs (2003) and Rosenberg’s (1962) analysis, this process of othering 
has produced ‘racialized and immigrant communities’ that are repeatedly painted as ignorant 
for rejecting institutional medicine. Members of such communities tend to be ostracized 
because of the idea that their practices are not in line with what makes a responsible citizen in 
the new biomedical order imposed by the sanitary revolution. As a consequence, public health 
came to be the focal point through which government and citizenship was defined (Briggs, 
2003). Most importantly, public health dichotomised the public purely based on health 
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practices. Thus one would argue that one of the fundamental functions of public health agencies 
is to transform ‘immigrants’ into ‘citizens’ (Briggs, 2003). 
Scholars such as Green (1999) suggests that in order for ‘immigrants’ to be transformed into 
‘citizens’ or what he called ‘good consumers of health services’, health education, through a 
focus on biomedical technologies, needed to take precedence in the duties of public health 
professionals, that is, to improve the public’s knowledge on institutional medicine and the use 
of biomedical technologies (such as vaccines). According to Briggs (2003), the very nature of 
health education, at least at the beginning of 1974, transformed the needs of public health 
agencies through shifting attention to the imagined needs of the populations. In essence, 
producing ‘citizens’ that willingly participate in public health programs came to be the scope 
of public health professionals’ duties. Based on the plethora of resistance movements that 
emanated as a response to the government and public health agencies’ attempt to promote 
public health, in line with Briggs’ (2003) argument, health promotion is marked as one of the 
things that the government and public health agencies have failed at. Part of this failure 
emanates simply because health promotion has always been geared primarily from ethnocentric 
vantage point.  
For example, according to Yonder (1997) the state and public health agencies tend to construct 
‘unsanitary citizens’ as populations that responded to cultural norms that hindered the 
integration of scientific knowledge. Thus, coded in these public health promotion programs 
was the assumption that public health ideologies mattered the most compared to those of the 
public. According to the Institute of Medicine as cited by Briggs (2003:289) 
“… the content of public values and popular opinions forms one of the two major factors 
that shape the way that public health issues are addressed and the success of such efforts 
… the problem lies not only in the need for more health-related knowledge on the part of 
members of the public but also in how they have lost trust in public health institutions.”   
While public health agencies and the government have been producing copious health-related 
knowledge over the decades about vaccines and other forms of state medicine, in that process, 
they have further been acquiring a lot of mistrust from the public or ‘unsanitary citizens’ as 
Briggs (2003) would argue. One would argue that the problem lays in the government and 
public health agencies’ approaches in attempting to assimilate health-related knowledge among 
‘unsanitary citizens’. When constructing health-related knowledge, public health agencies need 
to take into account how some communities conceive of the body, illnesses, and disease and in 
some cases the public’s concerns with the methods and ingredients employed when creating 
state medicine. Through such an inclusive approach, public health agencies and the government 
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can begin to address a myriad of concerns affecting the assimilation of health-related 
knowledge. One of my interlocutors at the NICD shared similar sentiments,   
“… If you can say ohk it was based on the Andrew Wakefield study, you can address their 
concerns based on the Andrew Wakefield study. If it’s got to do religious beliefs we can 
change how our vaccines are designed. Many of the religious communities who have a 
Muslim background … did not want to take vaccines because there might have been a 
manufacturing in animal products that they were not happy with right. A lot of those 
vaccines [have] been converted to or if possible converted to methodologies that don’t use 
those products that they are against. So something for instance that is made in uhm let’s 
say pig cells or swine cells right, you can try and change your methodology to avoid using 
cell lines that have a porcine derivative. So I think the best question is to understand where 
the anti-vaxxers are coming from and then from that approach tell them that these options 
are available and these are the research that we are actually using now to get the evidence 
that supports our information” [Interview excerpt with standard transcription]. 
 
In essence, people are overly sensitive to exclusion because it is the only thing that goes against 
the need to belong. Most importantly when people are excluded from making decisions about 
their own bodies through employing their own belief systems while stripping away their 
absolute autonomy, produces the need to resist. Thus public health agencies find more ways to 
integrate diverse belief systems in their approach to create ‘sanitary citizens’ while at the same 
time creating a climate of inclusion. 
However, a plethora of public health literature habitually blame the media for creating a divide 
between ‘unsanitary citizens’ and public health professionals since the media is most people’s 
major source of information about health. According to writers such as Green (1999), and 
Benelli (2003) cited in Briggs (2003) the media has placed medicine and public health in a 
negative light through neglecting to pay attention to medical claims that have not been proven 
scientifically. As a consequence, the public developed a sceptical attitude towards biomedicine 
that further created public pressure to mould public health policies. The only thing that the 
media does according to these writers is that it politicises health issues with the intent of 
increasing public panics and discrediting the work of public health professionals (Banelli, 
2003; Green, 1999).  
According to Briggs (2003) such perceptions about the media do not even begin to provide 
even the basic framework for how health-related information circulates between public health 
institutions, the media and public audiences. In most cases, as Briggs (2003) argues, public 
health professionals and journalists shared the same ideological perspective on how health-
related information should be produced and circulated. According Briggs (2003), the only thing 
that journalists do is to extract words from institutional contexts and transferring them to new 
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textual settings resulting in the alleged misquoting of public health texts. In general, the point 
that Briggs (2003) is making here is that information travels through different institutional and 
non-institutional channels while acquiring different contexts along the way. Thus this 
information takes on different meanings along its journey. Similarly, when public health 
professionals create health-related information, it travels through a number of channels before 
reaching its dissemination stage (I elaborate more on this on my subsequent ethnographic 
chapters). 
However, public health professionals seem to be operating under the assumption that the 
information they create is what Latour (1988) calls ‘immutable mobile’, that is, information 
that can travel around different settings without acquiring new meanings. Echoing similar 
sentiments, Bowker and Star (1999) in Briggs (2003) posit that the seemingly unchangeable 
nature of public health information carries with it the history of the institutional sites it has 
passed through. As such, Briggs (2003) contends that it is naïve for public health professionals 
to claim that it is only journalists who produce fragmented information about health. 
In this section of chapter I have shown how the state through the work of public health 
professionals have used the public’s perceived relationship to medical knowledge and the 
methods of preventing and treating diseases as a measure for defining citizenship (Briggs, 
2003). Members of the public that do not participate in the culture of biomedicine, that is, to 
adopt biomedical ways of preventing and treating disease, have been treated as ‘immigrants’, 
due to their lack of scientific knowledge. Taking vaccine hesitancy as a case in point, 
individuals who refuse or hesitate to vaccinate are treated as ‘unsanitary citizens’ or 
‘immigrants’.  
In most cases, the media is held responsible for producing ‘unsanitary citizens’ due to their 
perceived role of promoting misinformation and perpetuating the anti-vaccine discourse. In 
general, the media is only responsible for disseminating information through filtering it in its 
institutional context, something that public health professionals are also guilty of. Through its 
travels, information takes up new meanings that represent contexts of different institutions.   
Conclusion 
So far what I have gathered about vaccine hesitancy from the perspectives of public health 
professionals at the NICD and from a South African context, is that it merely exists as an 'idea’ 
representing false information, ‘folk’ and ‘alternative’ belief systems that oppose the 
biomedical way of dealing with health issues. Notably, South Africa has enjoyed relatively 
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good vaccination coverages achieving the successful eradication of some of the communicable 
diseases such as polio. In instances where the NICD has encountered outbreaks of 
communicable diseases such as measles, their vaccination programmes were to a certain extent 
unencumbered by large scale resistance movements. Since vaccine hesitancy has not been 
much of a burden on health systems as far as my research has revealed. This absence of vaccine 
hesitancy I argued has created a culture of complacency among health care and public health 
professionals for as I’ve shown in the chapter, vaccine hesitancy was a topic that was non-
existent in meetings and in casual conversations amongst public health professionals. 
However, while there was a lack of verbal engagement on vaccine hesitancy, public health 
activities at the NICD were nonetheless geared towards replacing ‘false’ beliefs with ‘accurate’ 
knowledge as per Menderson’s (1998) argument. ‘False’ beliefs may be regarded as any 
information that opposes the biomedical way of dealing with health issues, while ‘accurate’ 
knowledge is scientific information based on universal ‘truths’. Thus vaccine hesitancy at the 
NICD is operationalised as a tool for educating and transforming citizens into ‘sanitary 
citizens’. For this reason, I view vaccine hesitancy as an idea that encapsulates ‘alternative’ 
ideas to dealing with health issues outside the sphere of biomedicine. This idea within the 
public health space is used to paint vaccine hesitant individuals as people who lack ‘accurate’ 
knowledge therefore creating the need to educate people to conform to the culture of 
biomedicine. 
Nevertheless, in this process of enculturation, the biomedical culture is positioned as 
superordinate to ‘alternative’ ideas to dealing with health. This, as I showed, is something that 
contributes to the development of hierarchical relationships between ‘alternative’ knowledge 
and biomedical knowledge as well the production of juxtaposing meanings between 
‘knowledge’ and ‘belief’ (Manderson, 1998; Pelto and Pelto, 1997). Such dynamics produce 
ethnocentric vantage points which further ostracise groups of individuals based on their 
ideologies. Public health perceptions of vaccine hesitant individuals derive from such vantage 
points. To move from such ethnocentric vantage points, public health agencies need to be 
inclusive when creating health programs through finding holistic ways of integrating or 
addressing ‘alternative’ knowledge to health. This, ultimately, I have shown is my ethnographic 
contribution of studying the NICD is important, to add new needed insights into the inner 
working of health institutions. The next chapter details the methods and techniques I employed 








Doing fieldwork among ‘Disease Detectives’ 
 
 
“… He has tried to observe scientists with the same cold and unblinking eye with which cells, or 
hormones, or chemical reactions are studied—a process which may evoke an uneasy feeling on the 
part of scientists who are unaccustomed to having themselves analyzed from such a vantage point” 




“Prof Axelrod’s first love is working in the clinical laboratory interface and being the 
disease detective – working on the likely cause of the outbreak and planning the 
strategic interventions to stop the epidemic” (NICD, 2020).  
 
Public health professionals are often referred to as ‘disease detectives’. This term is due to how 
their work resembles that of crime detectives as evidenced in the opening quote from the NICD, 
describing Prof Axelrod as a “disease detective”. Like detectives on a crime scene, disease 
detectives begin their work by systematically searching for clues (Blumenthal, 2020). In this 
process, they collect information through asking important questions that point to who, why 
and how a specific disease or outbreak occurred. Answers to these questions are explored 
through employing statistical analysis, and as a result, what they learn and discover during this 
process is used to fashion recommendations to control the spread and /or prevent future 
occurrences. Therefore, in this study I explore a group of ‘disease detectives’ in an attempt to 
fathom their understandings of vaccine hesitancy through providing a reflexive account of their 
activities. As it will be apparent in subsequent chapters, much of my fieldwork centred on the 
routine work of disease detectives carried out at the NICD in Johannesburg.  
The bulk of my research material which characterises my dissertation was collected from in 
situ observations of disease detectives’ activities in the above mentioned settings. In this regard, 
my argument is two-fold. The first part of my argument highlights that the perspectives and 
understandings of public health professionals on vaccine hesitancy stem from the routinely 
occurring subtleties of their work. The second part of my argument is in line with Pelto and 
Pelto’s (2008) contention that the concept of knowledge, in the context of how public health 
professionals utilize the term knowledge, is better understood as a cultural belief. Public health 
professionals view ‘knowledge’ and the term ‘belief’ as two contrasting things. ‘Knowledge’ 
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implicitly refers to scientific information while ‘belief’ on the contrary refers to “traditional” 
ideas outside the scope of science. As I have observed, the ‘knowledge’ that public health 
professionals have as a result of their professional lives, influences much of their 
comprehension and analysis of health behaviours such as that of vaccine hesitancy and 
therefore shapes their perspectives.            
In order to focus my ethnography on ‘disease detectives’ in South Africa, I centred my 
fieldwork at the National Institute for Communicable Diseases in Johannesburg, South Africa6. 
The NICD is an establishment created for the surveillance and control of communicable 
diseases in Southern African regions through the gathering of intelligence on communicable 
diseases (NICD, 2018). This is done through research that is carried out in laboratories that 
provide quick and accurate diagnostic tests for surveillance information. Much of the research 
carried out by the NICD aims to address questions related to communicable diseases in 
Southern Africa such as queries about the low uptake of vaccines. It is an institution that 
operates under a fully-fledged practice of the blossoming of a broad choice of philosophical 
and scientific interests. Notably, as I will show in chapter five, the founders of the NICD 
established that the institution should be duty-bound to accommodate research interests that 
incorporate a broad range of biological sciences in an attempt to contribute to the better 
understanding of communicable diseases. I discuss the research site and its associated functions 
more in detail in chapter five. 
This chapter explores the research methods and techniques I employed in this present study. I 
start by providing a discussion of the chosen research design for this study coupled with the 
justifications of its suitability for this research. I continue to unpack the data collection 
techniques I used through reflecting on my in situ observations. I further discuss the ethical 
consideration as well as the issues I stumbled upon during the fieldwork process. Lastly, relying 
on the advantages of hindsight, I reflect more on my experiences in the field. I take some time 
to be self-critical through contemplating about own role as a researcher-student, the various 
conditions under which this fieldwork was carried out, and the impacts that these factors had 
on the value of the ethnography produced. In being a reflexive researcher, I demonstrate that 
‘we’ as researchers are intricate parts of the world we study, and as such, our experiences within 
this world influence how we think of it and ultimately how we describe it. Necessarily, I 
                                                          
6 Official NICD website: https://www.nicd.ac.za/  
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therefore ground myself as an embodied researcher in the process of data collection and as 
deeply imbued in the research process.   
 
Methods and Techniques: ‘An Anthropological Approach’   
Research in anthropology is grounded on the exploration of the complexities and the minutiae 
of everyday life experiences through the combination of various humanistic and social science 
strategies (Bernard, 2011). Ethnography, which separates anthropological research from other 
disciplines, is the focal point of research in anthropology where the ‘hows’ and ‘whys’ of 
human behaviour and experiences are qualitatively explored in depth. Through ethnography, 
anthropologists are well-positioned to reveal unanticipated insights by examining a specific 
issue from diverse perspectives; in person; in situ; and over time (Nayak and Singh, 2015). 
Such an exploration can be achieved through the use of multiple data collecting techniques 
such as participant observation, interviews and textual analysis to create contextual lens 
through which a phenomena under study can be viewed. Thus, the qualitative methods are 
especially suited for revealing cultural meanings which may cast public health issues in a new 
light.  
The research methods and techniques that I adopted in this research were qualitative. A 
qualitative approach was suited to investigate the social and cultural phenomena such as 
vaccine hesitancy (Bernard, 2006). In exploring and seeking to understand the intricacies and 
degrees of scientific work related to public health as well as decision making at the NICD, the 
qualitative approach was best suited for this exploration. The qualitative methods I chose place 
emphasis on the socially constructed nature of ‘reality’, even in fields as medicine that tend to 
be perceived to be untainted by the ‘social’ (Bernard, 2006). 
For a period of six months, from October 2018 to May 2019, I conducted ethnographic field 
work at the NICD. My fieldwork involved semi-structured interviews, participant-observation, 
non-participant observation and a review of publications concerning aspects of the field I was 
examining. Using the anthropological approach to make sense of the data gathered in situ, 
Goldman and Borkan (2013:1) writes, 
“… Anthropologists immerse themselves in the rich, largely qualitative data set that results 
from their research and conduct iterative analyses to identify emerging themes and glean 
insights about the meaning of the data. The goal of an anthropological approach is a 
credible interpretation of the data that is well described, provides valuable insights, and 
can be replicated”.  
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As such, the data analysis method that I employed was thematic analysis. Thematic analysis 
was useful as I was able to use grounded theory to identify patterns within or across my data 
set that are of paramount importance to my research. By using grounded theory I was able to 
create context-specific theory that was grounded in the data from which I have gathered rather 
than rely on pre-existing theoretical formulations (Charmaz, 2015). As part of the grounded 
theory method I coded the acquired data using Microsoft word and Excel for Windows. In this 
process, Microsoft word and Excel for Windows helped me to break the data into small 
fragments and assign it with descriptive labels. I then compared these small data-fragments 
with each other, to ensure that nothing gets overlooked as well as to find differences and 
similarities. This approach was especially useful in developing categories. These categories 
proved essential for grouping data to events, processes and occurrences that share central 
characteristics.  
In studying up, my fieldwork followed earlier ethnographies by Latour and Woolgar’s (1979) 
study of a scientific laboratory. I chose to study the process of scientific work, following in 
ethnographic detail what it is that public health professionals at the NICD actually do. 
Mimicking Latour and Woolgar, I approached the NICD as a conventional anthropological 
study of a group of people (‘the other’). In following this method, I studied the process of 
scientific work7 at the NICD in relation to the study and response to outbreaks and the uptake 
of vaccines. I followed in great detail how public health professionals at the NICD who work 
on vaccines and respond to outbreaks use ‘vaccine hesitancy’ to guide their work, and in the 
creation of public health programs.  
In previous works, medical anthropologists have sought to understand the ‘culture of 
biomedicine’ (Taylor, 2003), through requiring entry into the laboratory, the operating theatre 
(Katz 1981), the clinic, and the hospital (Long, Hunter, and van der Geest 2008), the clinical 
trial (Saethre and Stadler 2017), and the medical school (Seabrook, 2004). Through gaining 
entry into these traditionally biomedical institutions, anthropological researchers have 
assimilated themselves into the scientific and medical teams, using this vantage point to 
observe the procedures and listen in to the conversations that lead to the production of scientific 
knowledge. Using these works as a reference point, a central part of my fieldwork was mediated 
by interactions through immersion (Bernard, 2006) between the staff and scientists who work 
                                                          
7 In the context of my research, scientific work ranged from epidemiological and biomedical work. Since the 
NICD is largely responsible for responding to outbreaks, epidemiology is an integral part of scientific work at the 
NICD.   
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for the NICD. I immersed myself into a team of public health professionals that included 
epidemiologists, public health students, medical officers, medical scientists, medical 
technologists, directors and heads of respective departments who work on vaccines and respond 
to outbreaks at the NICD through undertaking participant observation of their daily activities. 
I immersed myself in different contexts including team meetings, public and private 
presentations, training workshops and informal conversations during lunch breaks as a way of 
avoiding interrupting my interlocutors while they are working. I will reflect more on my role 
on these activities in my subsequent ethnographic chapters. 
Participant observation  
My primary method employed in the research process was participant observation within the 
setting of the NICD offices, and in workshops, meetings, and conferences. I became a 
participant observer within the above mentioned settings for the purpose of exploring everyday 
workings within the NICD from the perspectives of staff and scientists who work on vaccines 
and respond to outbreaks. I further explored how vaccine hesitancy is operationalised in 
explaining and responding to low vaccine coverage and disease outbreak. Through participant 
observation, it became easier to describe in great detail what really goes on within the research 
site such as when and where certain things take place, the manner in which these things occur, 
and why, from my viewpoint as a participant (Bernard, 2006). Thus participant observation 
was perfectly suited for studying processes, how events and people were organised, and making 
sense of the patterns and continuities that I observed over time (Bernard, 2006).  
As part of one of many characteristics of participant observation, the researcher is obliged to 
be directly involved as a participant in people’s daily activities. Therefore by being part of a 
group of public health professionals at the NICD, my role as a ‘participant’ provided me with 
access to the everyday workings of public health professionals who work on vaccines and 
respond to outbreaks from the standpoint of an insider. In other words, I was able to observe 
and experience the meanings and interactions of public health professionals from the role of an 
insider. In essence, participant observation supplemented the information gathered in 
interviews and enabled me to gain access to the context of the participants, and to understand 
their everyday subjectivities. Most importantly, it helped me to place meaning to my 
observations by fully capturing the essence of public health work and some events through 
first-hand experience. This was important because as Bernard (2006) argues, human creations 
such as words, actions and experiences can only be obtained in reaction to the contexts in which 
they occur.  
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Observation / “Non-Participant Observation” 
There were moments during my research where I observed my interlocutors and their activities 
without participating. This kind of unobtrusive observation normally took place in public 
presentations, during lunch breaks were I would unintentionally eavesdrop on conversations 
due to how loud people would often speak to each other, and during my personal walks within 
the institution. At times when I found myself with nothing to do, I would often take a stroll 
around the premises of the NICD, taking in the antique style buildings which looked to be very 
ancient. During these strolls I would often encounter public health professionals or scientists 
engaged in various scientific works such looking into a microscope, analysing graphs and 
numbers in tabular form and writing down something on a piece of paper amongst other things. 
Some of these activities I would observe through high-ground windows. During such instances, 
oftentimes people were not aware that I was observing them. In places like cafeterias and public 
presentations where large numbers of people were in attendance, I was almost always 
camouflaged into blending in with everyone. I found this method to be useful in collecting 
‘untainted’ data. During participant observations as researchers we frequently intrude in the 
research context which can sometimes result in interlocutors changing their behaviour in an 
attempt to appear ‘good’ in the eyes of the researcher. On the contrary, unobtrusive 
observations minimises the biases that may result from the intrusion of the researcher, thus 
conserving the natural flow of behaviour (Trochim, 2006).   
Crossman (2013) argued that although unobtrusive observations are beneficial in preserving 
data in its natural form without the intrusion of the researcher, this method is still not without 
limitations. Crossman (2013:1) writes, 
   “… in research, an unobtrusive measure is a method of making observations without the 
knowledge of those being observed. Unobtrusive measures are designed to minimize a 
major problem in social research, which is how a subject’s awareness of the research 
project affects behaviour and distorts research results. The main drawback, however, is 
that there is a very limited range of information that can be gathered this way”. 
Despite this limitation, I still found non-participant observation useful in the collection of data, 
as will be evident in the more substantive chapters of the fieldwork.  
Interviews 
While data gathered through unobtrusive observations may present us with data in its ‘natural’ 
form, it still fails to provide us with an understanding of the context under which a particular 
activity is performed. We might discover that the data gathered might have been created for a 
different purpose from the researcher’s aim. However, as an additional method to participant 
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observation is interviews. I used interviews as a way to explore how my interlocutors 
personally felt and thought about vaccine hesitancy. Interviews became useful in determining 
the validity as well as adding ‘thickness’ to data gathered in situ through other methods. In the 
context of my research, while hanging out in cafeterias and in public presentations provided 
useful observations, observing some of my interlocutors speak added value to their narratives 
obtained during interviews and participant observation.  
Due to the busy schedules that public health professionals worked against, I formally 
interviewed 12 primary interlocutors. The interviews normally ranged from 20 to 30 minutes 
long. In most cases, I attempted to create a climate of ‘conversational dialogue’ rather than of 
‘examination’ by permitting interlocutors to direct questions at me as well to ensure flow of 
conversation. By allowing interlocutors to speak about their thoughts on vaccine hesitancy in 
conversational form, it became possible to generate essential information about their 
understanding of the phenomenon and how they perceive vaccine hesitant individuals. Notably, 
I found that public health professionals with children had slightly different perspectives about 
the phenomenon. I will expand more in this on my subsequent ethnographic chapters.  
Willms’ et al (1990:394) writes in relation to the interview process, 
“… the interview process itself entails a kind of tracking procedure from specific detail to 
its placement in a larger whole. The interview process has built into it an interpretive 
dimension, with the researcher evaluating and interpreting as the conversion develops”. 
In this tradition of Willms’ et al (1990) using interviews to excavate the specific and tying it to 
“the larger whole”, the main aim in these interviews was to elicit particular characteristics and 
descriptors of interlocutors’ personal and professional experiences with vaccines. I found that 
most interlocutors were more inclined to share their professional experiences, as well as to get 
a sense of the context under which these experiences were lived. In addition to casual 
interactions, interviews were supplemented by observations made during presentations and 
through consuming easily accessible publications written by my interviewees. Where possible, 
I have read through their masters’ dissertations and some that they supervised and co-
supervised. Some of these documents were obtained through a simple Google Scholar search, 
and through scholarly journals and platforms such as Researchgate, South African Journal of 
Epidemiology and infection, and PubMed. Many of my formal and semi-structured interviews 




“I hope you are not going to write bad things about us [in] your paper”: Personal 
Disorientation, ‘Culture Shock’ and Group interviews  
Since my first arrival at the NICD, some8 public health professionals felt a sense of uneasiness 
as a result of my presence as they revealed to me during casual conversations. They had some 
kind of belief that I was there to spy on them and as a consequence they felt the need to behave 
in ways that they would normally conduct themselves if it wasn’t for my presence. However, I 
was in part responsible for producing this kind of behaviour as my conduct might have 
insinuated that I was merely there to observe their work and not to engage in any kind of 
informal interaction.  
My first few days at the NICD resembled what we may refer to as ‘culture shock’, as far as the 
term denotes an experience an individual may come across when he or she transitions to a 
‘cultural’ environment which is different from their own. Irwin (2007) who experienced culture 
shock while doing fieldwork in Kenya as part of her masters’ degree, described culture shock 
by relating it to depression, 
 “… meaning comes from the use of shared symbols and depression is a loss of meaning.  
This depression is the essence of culture shock. Culture shock is the anxiety and emotional 
disturbance experienced by people when two sets of realities and conceptualisations meet”. 
In line with this definition, I felt some sense of personal disorientation as a response to this 
unfamiliar way of life I was experiencing. I found myself being lost in meetings as I did not 
understand some of the terminology employed by public health workers. It was as if they were 
speaking in codes. At first this frustrated me and produced a number of anxieties that I had to 
learn to navigate. As a result, I resorted to seating alone during lunch breaks since I could sense 
the uneasiness my presence was producing in this new foreign environment.  
This feeling resembles Oberg’s (1960:177) definition where he describes culture shock as 
“precipitated by the anxieties that results from losing all our familiar signs and symbols of 
social intercourse”. However, the advantage of this kind of culture shock is that in most cases 
it does not necessarily last long because over time you start to become familiar with your 
surroundings. For example, in the context of my fieldwork experiences, as time progressed I 
loosened up a bit as I was slowly beginning to understand this foreign environment and the 
associated behaviours. Also, I was starting to forge new friendships with some of the public 
                                                          
8 It is important to stress that not all my interlocutors felt this way. The majority were more welcoming and made 
sure that I had everything I needed. In particular, public health professionals who were high up in professional 
ranks, were more accommodating and more eager to learn about my findings. 
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health students who were there almost on a similar capacity as me although they were 
practically older in age. Thus, culture shock can be categorised into different stages as 
according to Oberg (1960) in Irwin (2007:2) where she writes, 
“… Oberg distinguishes four stages of culture shock—honeymoon, crisis, recovery, 
adjustment—which, although useful, are somewhat artificial.” 
While these stages may not be universal as some researchers might experience these stages 
differently— I certainly experienced culture shock in this exact manner as it will be apparent 
at the end of this chapter. Although it may look, sound and feel like an acute illness, which it 
is not, culture shock is merely a body’s natural’s response to being out of place at a particular 
point in time (Irwin, 2007).      
As a result of me being initially closed off because of culture shock, I might have, to a certain 
extent, contributed to the uneasiness some of my interlocutors felt towards me. As I imagine, 
some of the interlocutors preferred doing interviews in pairs or in group of threes as they felt 
they would be more comfortable being around their colleagues. The way I observed it, is that 
they did not want to implicate themselves individually to whatever ‘conspiracies’ they thought 
I was advancing: “I hope you are not going to write bad things about us [in] your paper, 
hahaha”, this was one of the comments that were uttered jokingly in the process of my research. 
After completing an interview with three women public health professionals who opted to keep 
their identities private, they felt more at ease as they enjoyed the conversations that formed 
during the interview. They were disappointed that I had to end the interview not realising that 
we lost track of time and they had to return to their jobs.  
As result of this interview, I began to understand why some of my interlocutors felt a sense of 
uneasiness towards me. I made the mistake of thinking that everyone understood my intentions 
and the work that I was there to do. Some of the interlocutors did not even understand what 
anthropologists do as I was introduced as an ‘anthropology student who was there to study 
‘vaccine hesitancy’.  
At some point during fieldwork, one of my interlocutors, nose and forehead scrunched up, 
asked me, “shouldn’t you be out there studying vaccine hesitant people instead of us?” This 
question came as result of my explanation of what Anthropologists really do.  Not only did my 
interlocutor disregard the idea of being a subject of study but automatically associated 
anthropology with the study of non-scientific aspects. According to Latour and Woolgar (1979) 
anthropologists are often not expected to be studying anything related to science, probably 
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because of the kind work that anthropologists were producing before the call to ‘study up’. 
Latour and Woolgar argue,  
“… [that] the label of "historian" or "philosopher" might be more readily acceptable than 
either "sociologist" or "anthropologist." The term "anthropologist" is readily associated 
with the study of "primitive" or "prescientific" belief systems” (1979:21).  
The sense I was getting from my interlocutor’s response was that vaccine hesitancy across 
public health studies is seen as a socio-cultural phenomenon that is devoid of the much needed 
scientific aspects of knowledge.  In order to understand vaccine hesitancy, the common wisdom 
in public health appeared to be that one must only look at the belief systems of vaccine hesitant 
individuals to figure out ways in which scientific knowledge can be accommodated into their 
way of doing things. Thus, studying public health professionals defeats that purpose. In reality, 
vaccine hesitancy represents, to a certain degree, the clash of ideologies and/or belief systems. 
Both belief systems, that is, those that are more inclined to accepting ‘the scientific way’ of 
doing things and those that have more ‘traditional’ and non-scientific inclinations, are 
constantly at odds with each other. This confrontation has resulted in the casting of opposing 
belief systems as dangerous deviant behaviour and others as controlling and authoritative.     
In such instances, where there was a marked confusion about interests, interviews helped me 
to strengthen my relationship with my interlocutors through creating an intimate space where 
we could talk about everything that was not clear to them. These conversations included my 
intentions and what I plan to do with the information obtained from them. As Latour and 
Woolgar (1979) have observed, public health professionals are not entirely accustomed to 
being subjects of study and this conjures up in them an uneasy feeling.             
In similar instances, one could argue that these interlocutors at the beginning of the interview 
might have perceived the interview as a difficult and invasive situation that invokes an uneasy 
feeling in them, which explains why they might have opted to participate in these interviews 
in groups. Also, during some interviews, judging from the kind of responses I was getting, 
some of my interlocutors were under the impression that I expected to be given what is 
perceived to be a correct response. Most of these responses were ‘textbook answers’ as they 
responded to my questions in a way that a textbook would. These answers did not reflect their 
own personal inclinations about the subject matter. Since some of my interlocutors viewed me 
as a student, they thought that I needed answers in textbook format as a proper way of 
understanding the phenomenon in question. To avoid such responses, I conducted four follow-
up interviews informally through casual interactions as a way of setting an informal and casual 
32 
 
tone for extended conversation to motivate interlocutors to look beyond their textbook and 
academic responses to my questions. 
As mentioned earlier in this chapter, the people I interviewed varied in professional ranks from 
heads of departments, to public health trainees/students, but with mostly expert doctors and 
scientists in public service. They have published a number of publications ranging from 
internationally recognised case studies in peer-reviewed journals to small-scale qualitative and 
sometimes quantitative research through the use of descriptive statistics and graphic analysis 
which are used to describe a basic feature of data obtained in a study. However, the bulk of my 
interviewees fashioned their own small-scale qualitative research based on their own data 
collection of outbreak or individual cases related to vaccine preventable diseases. Most of this 
research formed a big part of conversations in centre meetings during my fieldwork. 
Some of my interviewees were associated with some of the prominent universities in South 
Africa. Four of my primary interviewees were associated with the University of Witwatersrand 
School of Public Health and Wits-associated research institutions. One participant was 
associated with the University of Pretoria. Five of the participants, were, at the time of writing 
lecturers in the field of public health and medicine. My interlocutors were not only limited to 
the people I formally interviewed or with those I interacted with within NICD premises, they 
further included nurses from various hospitals and clinics within the Johannesburg health 
district, some of the residents in Soweto, as well as public health professionals from the 
Department of Health (DoH). Although I did not have any kind of formal interactions, I 
moreover observed World Health Organization representatives in meetings, presentations and 
during outbreak response activities.  
In general, my interlocutors did not only range in professional ranks but also with age and race. 
The ages ranged from the late twenties to early seventies. The older generation was 
characterised by predominantly white females while the younger generation was slightly 
diverse with regards to gender and race. However, Black African women dominated the 
younger generation of public health professionals. In addition, almost 90% of my interviewees 
were women. Such a demographic is representative of the ‘feminisation’9 of the medical/public 
health profession in South Africa as per South African Medical Journal’s (2011) analysis. 
                                                          
9 While the ‘feminisation’ of a profession can entail a variety of meanings such as when certain characteristics of 
a profession resemble features that are deemed to be feminine such as empathy and nurturance during a 
performance of professional tasks, or when a profession is feminised by practice and rules which requires women 




Ethical considerations  
Formal ethical clearance for this study was obtained from the University of Johannesburg 
Faculty of Humanities Research Ethics Committee (proposal number 02-0099-2018), and the 
necessary permission from Dr Kerrigan McCarthy from the NICD to conduct research at the 
NICD. I employed a free password-protected encryption software called BitLocker to save my 
fieldwork notes, interview recordings and interview transcriptions. Some of the interviews, 
upon receiving consent, were recorded with a password-protected smart phone. On the same 
day of the interview, these recordings were transferred to a personal computer with a password-
encrypted software for data storage. Where consent was not given, I recorded the interviews 
by hand. While such a method demanded me to listen, asses and record at the same time, this 
method threatened to disturb the natural flow of conversation.     
Given the open nature of interactions that I encountered with some of the personnel at the 
NICD, I came into contact with a wide spectrum of individuals, thus ensuring that everyone 
within the setting of the NICD had an opportunity for informed consent was not feasible as it 
would have disrupted the usual workings of the environment. Given these limitations for 
informed consent, much of my ethical conduct often centred on the issue of confidentiality. 
However, consent was obtained from all the formal interviews conducted. I have allocated 
pseudonyms to my interlocutors as a way of anonymising their identities. Also, where 
applicable, I have omitted and sometimes generalised certain specifics in instances where my 
interlocutors may face the possibility of being identifiable, whether to the general public or to 
one another, by certain aspects of their professional lives. 
 
Ethnographic reflexivity: “A stranger in a strange world”  
“… It is still the same in much documentary film-making. We rarely get to see 
the photographer, the ways the sets were arranged, what happened before and 
after filming, how the film-maker decided what to put in and leave out, and so on.  
Yet few of us still believe ‘the camera never lies’”. 
(O’Reilly, 2015:1) 
 
When I first entered the ‘field’ through my ethnographic exploration of the NICD, one of my 
central assumptions was that I would instantly be able to comprehend the observations I jotted 
                                                          
what it means to be a professional”. In the context of my analysis, I am referring to when women constitute the 
majority of workers within a profession.   
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down on a word document. This might not have been such an unusual expectation taking into 
account that it was my first time ever going out to the field ‘physically’ to collect data with the 
expectation that I have to make sense of it for academic output (i.e. my dissertation). While it 
might seem unusual for a Masters candidate to be going into ‘the field’ for the first time at this 
level, the reasons are not as complex. For my Honours degree, I conducted fieldwork virtually 
in one of my favourite massively multiplayer online role-playing game (MMORPG) World of 
Warcraft. It was a game that took place in a perpetual virtual world10 with a large number of 
participants. This was a world that I was accustomed to observing and I could navigate it with 
relative ease. Interviews normally took place via emails or through Facebook where I would 
send a list of questions to my online interlocutors since we could not meet in person11. Apart 
from that, I and my interlocutors interacted almost on a daily basis through game plays and 
conversations through in-game player to player texts messages. I was always almost always an 
insider and as a result, everything seemed familiar to me. When taking into account my 
academic rank and professional experience I was studying down although sometimes sideways.  
On the contrary, my ethnographic exploration of the NICD represented a whole new experience 
for me. The NICD represented an exotic/ foreign world that I was not accustomed to. Although 
I became part of this foreign world though participant observation, I still felt like an outsider. 
I was continually inundated by the mysterious and unconnected sequences of events. Also, my 
institutional position compared to my interlocutors placed me as an outsider. Moreover, with 
regards my academic and professional status relative to my interlocutors, I was always studying 
up. Individuals in this world did things differently, they spoke differently, and academically 
they were governed by different methods of research. Case in point, as per Latour and 
Woolgar’s (1979) analysis, from an outsider’s perspective, the work of public health 
professionals/scientists often takes alien form because of the lack of familiarity with their 
activities. Nevertheless, the strangeness of everything positioned me advantageously to not 
take a lot for granted because sometimes familiarity may enable the researcher to accept too 
much without question.   
The fact that the NICD is divided into multiple centres that provide different kinds of public 
health specialities did not help at all. I was torn between choosing which centre I was going to 
focus my study on because given the scope and time frame of my research it was not going be 
                                                          
10 A perpetual virtual world is a virtual world that is not necessarily limited by boundaries, it is never ending in a 
sense that every time you logout players continue to play.  
11 Most of the players that was interacting with in the game were from all over the world, you hardly came across 
a South African player. Thus chances of meeting in person were next to nothing.  
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feasible to study every aspect of NICD work— considering that I had already wasted a few 
weeks trying to get an access tag and finding my way around the NICD premises and getting 
lost while missing important meetings. Each centre represents a unique opportunity for some 
ethnographic enquiry as far as my research topic was concerned. I did, however, try to visit as 
much centres as I could possibly can, but I soon came to the realisation that I was further 
complicating my research interests. As a result, I needed to shift my ethnographic attention to 
what was more important. 
This desire for a more specialised inquiry was reflected in my field-notes when I started to read 
and analyse them. I discovered that after a few weeks, probably a month and half, I had been 
selective in my observations and, for the most part, in what I jotted down. For example, in the 
first month of field work, I attended the majority of meetings that I was permitted to take part 
in. As a result, I ethnographically observed, in between everything else, centre meetings, 
journal clubs, presentations, end-of-year functions, inductions/orientations/support of new 
staff, awareness campaigns and outbreak response activities. In all these sites, I did my best to 
capture most of the conversations in detail while memorable ones were chiselled in my memory 
bank. In reality, I was going where my interlocutors were leading me to. 
A major difference from the virtual field work I conducted was that, this time, I was doing 
observations face-to-face with my interlocutors. Here during the first few weeks I would 
frequently wait for the days to end so that I could go home and rest because of how hard I found 
field work to be. In the virtual world time didn’t matter, because the only free time you had to 
yourself was nap time. Moreover, the people I interacted with were not, as in the previous field 
site, fellow ‘professionals’ that shared the same interests. Instead, the people I met at the NICD 
were public health professionals whose world view appeared to be poles apart from the virtual 
inclinations and behaviours that I had observed in the previous field site. At the NICD it felt 
like was really in the ‘field’, I felt that hands-on feeling that you would not necessarily feel in 
virtual worlds — although proponents of virtual ethnography would not agree with this 
analysis.            
During my ethnographic exploration of the NICD I was able to jot down as much as possible 
in a detailed manner. However, I was able to do so during the night before I slept as this was 
the only time I could reflect on the day I had. What was interesting to notice about this was that 
I would sometimes exclude significant parts of the interactions I had with certain employees 
such as cleaners, landscapers and public health professionals from other centres. Although, not 
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mentioned in my field notes, I think opting to leave such interactions unreported could be 
justified by reasons such as the lack of time to record everything and that some of these 
interactions were beyond the focus of my research. Also, when looking from a different angle, 
not recording my interactions with some of these employees, in hindsight I was performing the 
act of othering through constructing them as non-significant compared to the other interlocutors 
that were more connected with my research interests. In this process, despite my best intentions, 
it was thought-provoking to realise how I was (re)producing durable relationships that were 
arranged in order of rank between activities I deemed to be more professional and less 
professional.    
A more striking feature that I observed during writing up the first few drafts of the dissertation 
and as a result of the way I wrote my field notes, was that I was starting to ‘go native’ in a 
sense that my analysis of public health professionals and their work observed in situ was 
expressed almost completely in their own concepts and language. This analysis is in line with 
Tresch’s (2001:303) definition of ‘going native,  
“… although the concept is a necessarily fluid one, I provisionally define “going native” 
as crossing a line of objectivity to the extent that the researcher comes to experience the 
world in the same terms as the people he or she studies”. 
 
In this sense, my desire to fit in with this group of public health professionals led me to be 
caught up in public health traditions that resulted in me unintentionally attempting to mimic 
their ‘way of life’. With hindsight, I imagine that going ‘native’ stemmed from my obsessive 
concern with accurately using their terms. Also, my unfamiliarity with the technical culture of 
public health work may have, to a certain extent, negatively influenced my observational 
acumen by allowing myself to uncritically adopt not only their concepts but their way of writing 
as well.  
Scholars such as Tresch (2001), have to a certain extent cast ‘going native’ as an expected end 
goal of research which suggests that the researcher has successfully assimilated into the foreign 
world under study, 
  “… to investigators of contemporary communities of knowledge. We must take a much 
stronger sense of going native as the goal, in which the researcher is acculturated to an 
alien system and comes to be as convinced of its validity as are those who initiated him or 
her” (Tresch, 2001:314). 
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While acknowledging that such a position would entail crossing the line of ‘objective 
detachment’ a hallmark of anthropological research, Tresch (2001:316) continues to argue that, 
“… researchers who have gone native may be uniquely qualified to establish a knowledge 
of the phenomenal world from which they converted, that is, to launch an investigation of 
Western logic, reason, and science from the ‘outside’” 
 
In the most basic logic, this argument seems to be a bit contradictory in that as a social scientists 
studying scientific activity, that on its own placed me as outsider by default despite 
participating in ‘foreign activities’. In this sense, I was already launching an investigation of 
science from the outside although unintentionally through foreign concepts and language as a 
result of my eagerness to learn about this foreign world. In other words, while part of my 
investigation was done on in the ‘inside’, a large part of the investigation was done on the 
‘outside’ where I made sense of the data gathered on the ‘inside’. As a consequence, the context 
and meaning of the investigation conducted on the ‘inside’ was created on the ‘outside’ through 
analysis, interpretation and reflexivity.     
In line with Latour and Woolgar’s (1979) argument of representation, casting my description 
of public health work entirely in terms used by my interlocutors would not only be 
unfathomable to ‘outsiders’, that is, individuals outside the profession of public health 
(including from my own discipline), but it will be less interesting to the insiders/natives. To 
avoid completely going ‘native’ as well as acknowledging the importance of taking these terms 
seriously, I have attempted to refer to these concepts through offering simple explanations of 
what they mean. In cases where I could not provide a simple explanation of terms such as 
medical terms have used footnotes to provide a comprehensive definition. In doing so, I do not 
aim to only produce an account of public health/scientific work in a manner that is different 
from how public health professionals would, but also, in a manner that breeds adequate interest 
to public health professionals and readers not familiar with the science that characterises public 
health work.    
The Outbreak Response Unit (ORU) which runs the Emergency Operating Centre (EOC) 
gradually became the focus of my research (among other centres which I will discuss in detail 
in other chapters) as these centres were essentially responsible for the surveillance of 
communicable diseases as well as devising outbreak response efforts (NICD, 2020). One of 
my research interests was to observe public health professional respond to outbreaks to get a 
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sense of how they operationalised the idea of vaccine hesitancy in such situations. As such the 
EOC often responded to a number of outbreaks although at times they were small in scale. At 
the time of my arrival they had just completed the response efforts towards listeriosis12. During 
their weekly meetings they often talked about what’s going on in the world in terms of 
outbreaks and what was being done to control such situations. Due to this kind of work, I often 
spent my time at this site waiting for an opportunity to participate in outbreak response 
activities related to any of the communicable diseases. An opportunity presented itself in a 
form of a vaccine-derived polio virus case which I will discuss in detail in my subsequent 
ethnographic chapters.  
In closing, as researchers doing field work for the ‘first time’ in an unfamiliar location we often 
assume that we will instantly be able to get an ordered account of our observations not realising 
how disorderly things are in the field. I think one of the reason we often succumb to such 
assumptions is that we go into the field fully armoured with theories of how to conduct 
fieldwork and we think that everything will automatically make sense upon arrival. Like a 
puzzle, order in the field is created out of chaos. You have to continually piece together 
observations made in situ to get an ordered account of events and to generate some sense.  By 
capitalising on reflexivity, we can thus be able to attain an analytical grip of our comprehension 
of observations and interactions made in situ (Latour and Woolgar, 1979). Additionally, 
constructing an ordered account of events means being able to confront the dominant forces of 
confusion, frustration and irritation. 
 
Conclusion 
Although we spend awfully a lot of time preparing for fieldwork, nothing can ever prepare 
oneself for the realities one can encounter in the field. Reading as much as possible about doing 
fieldwork, the environment and individuals under study doesn’t necessarily expose you to the 
trials and tribulations of fieldwork. You can be well informed about culture shock and still 
experience it. In reality one needs to experience it in order to know it. In this sense, doing field-
work for the first time in a new and foreign environment is something like a rite-of passage, in 
that, one goes into a field as being inexperienced and comes out of it being experienced with 
new knowledge.  The hallmark of fieldwork is to comprehend how within a ‘society’ meaning 
is constructed and shared. However, the first obstacle to achieving this goal lies with being able 
                                                          
12 In 2017-2018 South Africa was faced with a large scale outbreak of listeriotic, a foodborne disease that forms 
as part of consuming contaminated food, and the NICD was at the forefront of responding to this outbreak. 
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to adjust and adapt to the foreign environment. This entails coming to grips with frustration, 
anger, fear and the anxieties that emerge as a result of being in the field. Once adjusted to the 
foreign environment, the next challenge is to guard against ‘going native’ and losing sight of 
ones’ identity which can impact the ethnographic knowledge created. 
In this chapter, which was reflexive in nature, I have drawn attention to the ‘behind the scenes’ 
of conducting fieldwork for the first time among public health professionals, informally known 
as ‘disease detectives’. I have shared light on how this research in particular was undertaken 
under certain conditions using various anthropological approaches. Where germane, I have 
related my experiences in the field with scholarly literature in an attempt to add a theoretical 
context to my experiences and to connect them with broader areas of knowledge. Most 
importantly, I hoped to demonstrate that my understanding of the perspectives and work of 
public health professionals was filtered both through the various anthropological methods I 
chose and personal experience. As such, in the words of Karen O’Reilly (2015:1) the accounts 
I provide in this study “are fragments, just part of the picture, fallible, and imperfect, (but still 













Part II of this dissertation is made up of three chapters (Chapter three, four and five).  Chapter 
three brings together literature on vaccine hesitancy from multiple disciplines to get a more 
holistic understanding of the phenomena. Since vaccine hesitancy is a multi-faceted 
phenomenon, it is only fitting to explore it from different points of view outside the limitations 
of both public health and anthropology. As a result, throughout this chapter I reveal multiple 
discipline-specific understandings of vaccine hesitancy together with the limitations that 
surround such understandings. I argue that vaccine hesitancy has a long standing history that 
is rooted in resistance movements against the hegemony of biomedicine and the state. 
Additionally, I observed that a bulk of research on vaccine hesitancy has been conducted 
through stud(ying) down vaccine hesitant parents, and to a lesser extent through stud(ying) up 
healthcare professionals such as nurses and doctors. Essentially, in this chapter I stress the 
importance of shifting attention through stud(ying) up public health professionals and health 
agencies that govern them to reveal an additional dimension of vaccine hesitancy that has 
received relatively little scholarship attention.   
In chapter four I explore anthropological contributions to Nader’s (1972) call to study up 
institutional structures and processes of power through paying attention to anthropological 
research on major health organizations. In this chapter, like in the previous chapter (third), I 
reiterate the need to focus ethnographic attention to institutions of power to bring attention to, 
among other things, the production of knowledge. 
In the last chapter of part three of the dissertation I bring attention to the NICD as institution 
through an examination of its work. I achieve this through an exploration of the history of the 
NICD as legitimizing its public health work. The investigation into the work of public health 
professionals at the NICD provides a glimpse into their world views which I use to reveal the  
differences in belief systems between public health professionals and vaccine hesitant 






A multidisciplinary approach to understanding vaccine hesitancy 
 
 
“The natural body meets the body politic in the act of vaccination 
where a single needle penetrates both. The capacity of some vaccines 
to generate a collective immunity superior to the individual immunity 
produced by those same vaccines suggests that the politic has not only 
a body, but also an immune system capable of protecting it as a whole. 
Some of us assume that what is good for the body politic cannot be 
good for the body natural—that the interests of these bodies must be at 
odds. But the work of epidemiologists and immunologists and even 
mathematicians often suggests otherwise.” 
                                                                     — Eula Biss, 2014:126 
 
Introduction  
The above quote by Biss (2014) does well to capture the landscape surrounding debates behind 
‘vaccine hesitancy’. In this sphere of ‘vaccine hesitancy’, the work of public health 
professionals and the perceptions of anti-vaccination supporters are often at odds, while those 
who are undecided on vaccines find themselves caught up in the middle of this conflict. 
Opponents and proponents of vaccinations vary in numerous ways. As such, the state of the 
debates around vaccine hesitancy are configured in such a way that individuals or groups on 
both facets of the debate are predisposed to disprove those that they perceive ignore how the 
body works. Such debates give birth to disagreements about the trustworthiness biomedicine, 
medical experts, science, pharmaceutical companies, ‘alternative medicine’, the scope of 
science, and the state. Moreover, these disagreements create legitimate anxieties among people 
who have concerns about the outbreak of vaccine preventable diseases and to those who are 
worried about exposing their children to these diseases as a result of vaccination.  
Public health professionals have championed vaccination as being one of public health’s 
greatest achievement due to its success in eliminating vaccine preventable diseases and saving 
the lives of many children across the world (Pelčić et al, 2016). However, despite this huge 
success, public health professionals have witnessed their greatest achievement turn into a 
medical procedure that terrifies a number of parents across the world, creating a lot of 
scepticism around vaccines. Recent outbreaks13 of supposedly eradicated diseases such as 
                                                          
13 See DW - Deutsche Welle. 2019. WHO: 'Dramatic resurgence' in measles case in Europe. DW - Deutsche Welle, 
29 August. Available at: https://www.dw.com/en/who-dramatic-resurgence-in-measles-case-in-europe/a-
50206759 (Accessed: 16 September 2020).  
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measles in Europe and America have played a role in perpetuating this debate as these 
outbreaks have been linked with the mounting rates of vaccine non-acceptance. Also, with the 
current spate of events surrounding the debate about a possible vaccine for the Covid-19 
coronavirus, public health professionals predict that vaccine hesitancy may present a next 
obstacle as they have discovered that there are some concerns brewing around the world about 
the safety and efficacy of the coronavirus vaccine (Reynolds, 2020). In the South African 
context, there has already been a lot of criticism of the biomedically centric forms of responses 
to Covid-19 and the encroachment of biomedicine into African traditional rites and practices 
(Qambela, G., and Lupindo, E. 2020; Qambela, G., and Lupindo, E. 2020a). These concerns 
have been attributed to the lack of trust of pharmaceutical companies and the perceived 
uncertainty in the sciences. 
While all these occurrences may be recent, scepticism about the safety, efficacy and the value 
of vaccines as I will show in the chapter, bears a much longer history. Thus, vaccination has 
always been more than just a mere medical procedure as it has captured a set of images and 
ideologies tied to social identities, power, morality and ethics. With that being said, in this 
chapter I will draw together the work of public health professionals, anthropologists, 
sociologists, political scientists, psychologists and historians of science and medicine in order 
to understand vaccine hesitancy. These works show the long history of anti-vaccination as not 
being single movement tied to a particular point in time, but a train of movements linked to 
other movements that resisted thehegemony of biomedicine. Additionally, some of these 
studies critically address the discourse of vaccination and public health in order to explain the 
resistance to immunization as metaphors to concepts that carry important and diverse 
connotations outside the scope of science. I argue that although these studies have done well 
to highlight these wide-ranging meanings and explanations about anti-vaccination movements, 
the majority of these studies have been achieved through “studying down” the attitudes and 
perceptions of vaccine hesitant individuals (mostly parents) and healthcare professionals. 
Therefore, I identify the important need to ‘study up’ the roles of public health institutions in 
addressing vaccine hesitancy. 
In the sections to follow in the chapter, I begin by exploring the history of anti-vaccination 
movements that serve as a critical backdrop to understanding the origins of vaccine hesitancy. 
                                                          
Karasz Palko. 2019. W.H.O. Warns of ‘Dramatic’ Rise in Measles in Europe. The New York Times, 29 August. 
Availabe at: https://www.nytimes.com/2019/08/29/world/europe/measles-uk-czech-greece-albania.html 
(Accessed: 16 September 2020). 
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I then continue to unpack the public health literature on vaccine hesitancy. I observe that much 
of the work on vaccine hesitancy thus far has primarily been from public health. Although I 
ultimately critique this work, I argue it is important to highlight along with its limitations. 
Thereafter, I explore ‘alternative’ viewpoints of vaccine hesitancy outside the scope of public 
health. I do this through consulting other works within the field of social sciences. I complete 
this exploration by focusing on anthropological perspectives, highlighting both the 
contributions and limitations in existing research and where my proposed study contributes in 
these research lacunas. I conclude the chapter by looking at the little work done on public health 
agencies such as the World Health Organization (WHO) and United Nations Children’s Fund 
(UNICEF) in framing and addressing vaccine hesitancy. 
 
Anti-vaccination movements: “The backdrop”  
Refusal and resistance to vaccines is not new and dates back to the early 1800s, following 
Edward Jenner’s cowpox experiment. This experiment, raised concerns about hygiene, as well 
as religious, political and scientific objections to the encroachment of mandatory vaccines as 
well as the role of individual autonomy (Riedel, 2005). As rejection of smallpox vaccines 
escalated in Europe, governments developed mandatory vaccine policies. However, these laws 
were rejected by many members of the public on the basis of personal freedom and the right to 
bodily autonomy (Durbach 2000; Riedel 2005). This resistance helped to birth several anti-
vaccine groups. Examples of these groups include the Anti-Vaccination League in England, 
the Anti-Vaccination Society of America and the Anti-Vaccination League of New York which 
all opposed mandatory vaccination (Durbach, 2000). 
Additionally to anti-vaccination groupings, some scientific publications echoed similar 
sentiments by raising concerns about the side-effects of specific vaccines (Wakefield, 1998; 
Kumar et al, 2016). In the 1970s, following the controversy behind the safety and efficacy of 
the Diptheria, Tetanus and Pertusis (DTP) vaccine in Europe, Asia and America, a report from 
a hospital for sick children in London suggested that a group of children allegedly suffered 
neurological conditions because of the DTP vaccine (Kulenkampff and Wilson, 1974). In 
addition, Gordon Stewart, a British physician, published a series of reports that linked 
neurological disorders to the DTP vaccine, sparking additional debates. Similarly, Andrew 
Wakefield’s (1998) article linked the measles, mumps and rubella (MMR) vaccines with 
autism. In the United States, the debate surrounding the safety of DTP was further exacerbated 
by the media through a number of documentaries and books that emphasized the side effects 
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related to vaccination while minimizing the benefits (Coulter and Fisher, 1991; Baker, 2003). 
The public responded by forming victim advocacy groups to try and fight vaccine manufactures 
which resulted in a number of companies bringing the production of the DTP vaccine to end. 
As a result, vaccines came to be regarded as potentially risky, and parents embraced ‘natural’ 
methods of disease prevention, such as organic food (Kumar et al, 2016). 
The controversies surrounding the safety and efficacy of vaccines represent a longstanding 
tension between two conflicting goals, that is, protecting personal freedoms and preserving the 
public’s health. For example, these two conflicting priorities were first argued more than a 
century ago in the United States where a private citizen challenged mandatory vaccination laws 
on the grounds that the laws violated his bodily autonomy (Parmet, Goodman and Farber, 
2005). However, the court ruled against this individual. This ruling became the foundation for 
government action in limiting individual freedoms in order to safeguard the public’s health. As 
a result Parmet et al (2005) argued that, tensions between citizens and the state exist because 
public health laws and regulation function to preserve the health of multiple individuals, and 
thus privilege public needs over individual preferences. 
Suspicion and mistrust of vaccines can further be understood historically in the context of 
inequality through following the legacy of racism in medicine.  For example, in some parts of 
the African continent vaccines are often described as a Western ploy to sterilize non-Western 
populations (UNCEF, 1997). In 1990 Cameroonian vaccination efforts were met with rumours 
and fears that public health officials were administering vaccines that sterilized women 
(Savelsberg, Ndonko and Schmidt, 2000). In a similar way, in 1990 a missionary group in 
Tanzania was growing wary of a tetanus vaccine, giving rise to sterilization rumours and 
bringing vaccination campaigns to an end (UNICEF, 1997). In 1999, a polio vaccine was 
rumoured to be made from cells taken from chimpanzees infected with HIV, which in humans 
caused the disease (Hooper, 1999). This assumption gained public attention globally because 
in areas where this vaccine was first administered, the first few cases of HIV were reported. As 
a result, medical scholars and scientists tried to provide as much evidence as they could to 
disprove and debunk this rumour (Hooper, 1999). 
In Afghanistan, suspicions around the polio vaccine were perpetuated by Muslim 
fundamentalist through asserting that the polio vaccine was created by Americans to sterilize 
Muslim populations (Warraich, 2009; UNICEF, 2014). Similar oppositions were experienced 
in Nigeria and Pakistan bringing vaccination campaigns to an end (Warraich, 2009). These 
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rumours were eventually resolved through a dialogue between political leaders, WHO, 
UNICEF and religious leaders (Hashim, 2015).                   
In summary, while times have changed and progressed, the sentiments and deep-seated beliefs 
that influence resistance against vaccination—whether religious, political or philosophical—
have remained relatively constant to this day since vaccination was first introduced by Edward 
Jenner. The production of some scientific studies have added to the already budding uncertainty 
around vaccines through creating rumours and myths about the safety and efficacy of vaccines, 
leading to the low uptake of vaccines. In the following section, while I explore the public health 
approaches to understanding vaccine hesitancy, I show through this work how recent and past 
attitudes towards vaccination bear similarities in their ability to influence vaccine uptakes. 
    
Public health approaches and contributions to vaccine hesitancy 
Since the introduction of the first vaccine by Edward Jenner, public health agencies, in some 
parts of the world have successfully managed to eradicate vaccine preventable diseases (VPD) 
such as polio and measles despite the prevalent resistance against vaccines (Porteous et al, 
2016). However, with the recent resurgence of VPDs in Europe and America, public health 
professionals have linked outbreaks of VPDs with the low uptake of vaccines, blaming vaccine 
hesitant/resistant individuals in the process14. Public health scholars have since produced 
studies (detailed below) trying to understand anti-vaccination movements from a public health 
perspective in order to find solutions to improve vaccine uptake.      
To conceptualise vaccine refusal and resistance to vaccination campaigns, public health 
research has cast social responses to vaccination under the blanket term of ‘vaccine hesitancy’ 
(Riedel 2005; Kumar et al. 2016; Shetty 2010; Haynes et al. 2008; Durbach 2000). Vaccine 
hesitancy is defined as the delay in vaccine acceptance regardless of the availability of vaccines 
(Kumar et al. 2016; MacDonald 2015; Gowda and Dempsey 2013; Shetty 2010). While vaccine 
hesitancy can entail outright rejection and resistance to vaccines, encompassed in the term is 
that there can ultimately be full acceptance of vaccines. Essentially, people who are vaccine 
hesitant occupy the middle point of the continuum (Dubé et al. 2014).  
                                                          
14 See DW - Deutsche Welle. 2019. WHO: 'Dramatic resurgence' in measles case in Europe. DW - Deutsche Welle, 
29 August. Available at: https://www.dw.com/en/who-dramatic-resurgence-in-measles-case-in-europe/a-
50206759 (Accessed: 16 September 2020). 
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While individuals who avoid vaccines are often characterised as ‘anti-vaccine’, Smith (2017) 
argues that in reality there is a broad spectrum of individuals who opt not to vaccinate. These 
range from individuals who outright reject vaccines, often referred to as ‘anti-vaxxers’, to those 
who may accept some vaccines while having concerns about other vaccines (‘vaccine 
hesitant’). ‘Annti-vaxxers’ as Haggod and Herlihy (2013) suggests are often susceptible to 
conspiracy thinking and may shun public health professionals and medical experts while 
promoting alternative medical practises. Thus, they are very unlikely to change their views on 
vaccines. On the other hand, Haggod and Herlihy (2013) argues that although ‘vaccine hesitant’ 
individuals may reject some vaccines, they are still open to consider more information about 
vaccines and are less likely to be influenced by conspiracy theories.  
In explaining the benefits of vaccination, public health professionals and scholars have used 
the phrase ‘herd immunity’ to describe how communities can be immune or protected from 
infectious diseases in instances where people get vaccinated in larger numbers (Riedel 2005; 
Kumar et al. 2016; Shetty 2010; Haynes et al. 2008; Durbach 2000; Porteous et al, 2016). 
Through ‘herd immunity’ public health scholars argue that the spread of diseases from person 
to person becomes less unlikely to occur and offers more protection to those vulnerable to 
diseases because of their inability to get vaccinated due to underlying medical reasons (Riedel 
2005; Kumar et al. 2016; Shetty 2010; Haynes et al. 2008; Durbach 2000). In other studies, the 
analysis of ‘herd immunity’ posits an ideological connection between biology and religion. For 
example, Hewlett (2020:351) saw ‘herd immunity’ as a “biological expression of the second 
Great Commandment”: Love Thy Neighbour as Thyself, a rule that is virtually central to all 
world religious systems. According to this analysis, when an individual decides to vaccinate, 
it is seen as act of self-love (love thyself) and at the same time, vaccinated individuals act as a 
shield to susceptible members of the community (love thy neighbour) halting the spread of the 
virus (Hewlett, 2020). As such, Fine and Heymann (2011) argue that ‘herd immunity’ can 
contribute to the successful eradication of VPDs.     
In capturing the social, political and economic dynamics of vaccine hesitancy, MacDonald 
(2015) argues that system failures such as the lack of facilities and the unavailability of 
vaccination services, lack of transport to reach these services and stock-outs of vaccines may 
contribute to low vaccine uptake. However, as this argument by MacDonald (2015) only 
captures the economic and political dynamics of vaccine hesitancy, Kumar et al (2016) expands 
on MacDonald’s (2015) argument by considering the religious and philosophical beliefs, as 
well as social and collective norms. Although global surveys indicate that there is widespread 
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confidence in vaccines, there is wide variability between countries and regions (Larson et al. 
2016). Rejection of vaccines is related to specific ethnic, religious, educational and class 
categories (Kumar et al. 2016). Some Muslim communities, for example, believe that vaccines 
are composed of chemical agents that are haram (impure) and cannot be taken (Dubé et al. 
2016). Additionally, wealthy and educated elites whose children attend private schools are 
observed in public health scholarship to be similarly vaccine-averse and critical (Shaw et al. 
2014).     
Furthermore, Pelčić et al (2016) explored whether different religious beliefs are genuine 
exceptions for vaccination or they are used as mere excuses to avoid vaccination. After a 
lengthy discussion about the views of different religions, Pelčić et al (2016) claims that vaccine 
hesitant parents use religion as an excuse to avoid vaccinating their children and attributes this 
to increasing outbreaks of vaccine preventable diseases. However, to those with genuine 
religious exceptions, Machekanyanga et al (2017) observed that members of an apostolic 
church in Zimbabwe had more confidence in using alternative methods such as holy water and 
prayer to treat diseases than vaccines. 
In the same breath, Pontifical Academy for life (2006) observed that although Catholic 
churches are aware of the pivotal nature of safeguarding individual and community health and 
the significance of vaccines, it still advises its members to seek other available alternatives to 
vaccines manufactured with cell lines from aborted foetuses. Similarly, Purrington (1889) 
asserts that while Christian scientists have no formal policy against vaccines, they still 
generally rely on other alternative methods of protecting their health such as prayer for healing. 
As a result, Public health scholars have since then criticized such views and attributed them to 
outbreaks of VPDs among religious groups (Rodgers et al, 1993; Salmon and Siegel, 2001).  
The lack of scientific knowledge about vaccines and vaccination is a reoccurring theme across 
public health literature about vaccine hesitancy as scholars point to the limited understanding 
of how vaccines work as a driver for vaccine hesitancy (Dube et al, 2014; Esposito, Principi 
and Cornaglia, 2014; Ask et al, 2017; Herath et al, 2018). It is against this backdrop of 
limited/misunderstanding of science in particular that vaccine hesitancy has been framed, a 
narrative that has been frequently repeated across public health literature. Goldenberg (2016) 
argues that resistance to vaccines largely stems from the misunderstanding or ignorance of 
science fuelled by the mistrust of scientific experts. Echoing similar sentiments, Herath et al 
(2018) suggests that the lack of scientific knowledge about vaccines makes the public 
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vulnerable to misinformation and myths that may influence them to refuse vaccination for 
themselves or their children. To support this argument, Ask et al (2017:1309) conducted a study 
among parents in a Swedish child health centre which showed that receiving early information 
and “trusting nurses increased parents’ willingness to vaccinate against rotavirus infections”. 
Concomitantly, Tomboloni et al (2019) observed an attitude of mistrust among professional 
healthcare workers which was evident in the recent influenza pandemic where healthcare 
workers displayed minimal support of vaccination campaigns. Tomboloni et al (2019) 
attributed this attitude of mistrust of influenza vaccines to the lack of knowledge about vaccines 
observed among healthcare workers. Also, since flu is not a high-mortality disease, Tomboloni 
et al (2019) argues that this may have influenced the attitudes of healthcare workers. However, 
other studies have shown that healthcare workers are more accepting of other vaccines for high-
mortality diseases such as measles (Harison et al, 2016; Christini, Shut and Byers, 2007; 
Hakim, Gaur and McCullers, 2011). 
As this attitude of mistrust has been characterised as a product of misinformation influenced 
by the proliferation of information through the internet (Riedel 2005; Durbach, 2000; Vrdelja 
et al, 2018), scholars have observed that much of the information on the internet about vaccines 
circulates rumours and myths about vaccination which leads to resistance and negative impacts 
on vaccine uptake (Witteman and Brian 2012; Moran et al, 2016). Online forums, as Lee and 
Lin (2016) and Zimmerman et al, (2005) observe a new dimension to health information 
through their influence on vaccine uptake. With parents’ desires to be well informed about the 
health of their children through seeking information from the internet, Vrdelja et al (2018) 
argues that anti-vaccination proponents rely on the internet to snowball more supporters and to 
increase their presence in public debates. Moran et al (2016) continues to observe that websites 
and social media posts created by anti-vaccination supporters are made up of numerous 
misapprehensions of scientific results and misleading information about the danger of vaccines 
while advocating for a healthy lifestyle through the use of alternative medicine. 
As evident from this section above, current studies in the field of public health have explored 
a vast array of topics that range from how individual decisions to not vaccinate are moulded 
by the lack of knowledge (mostly scientific), beliefs and attitudes about vaccinations; trust in 
healthcare providers; and the role of the internet in circulating rumours and myths about 
vaccines. Such arguments take into consideration that vaccination is encompassed by a 
spectrum of beliefs regarding vaccines rather than just insinuating that all individuals with 
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concerns about vaccines have a single belief system.  So far, as I have shown in the current and 
previous section the prevailing literature on the history of anti-vaccination movements coupled 
with public health literature delivers a strong starting point for understanding vaccine 
hesitancy. However, for a more holistic understanding of vaccine hesitancy, research from 
other disciplines, outside the scope of public health, as I will show in the section to follow, are 
also required to supplement existing knowledge on vaccine hesitancy.  
 
Other viewpoints of vaccine hesitancy: ‘Looking outside the vacuum of public health’ 
I have above explored vaccine hesitancy from a historical and public health point of view, 
however it is of equal paramount importance that we consider research from other disciplines 
to get a broader perspective of vaccine hesitancy outside the limitations of public health. 
Therefore, to develop a more comprehensive view of vaccine hesitancy, building from Poland 
and Brunson’s (2015) argument for a multi-discipline approach to understanding vaccine 
hesitancy, I have consulted studies from other disciplines outside of public health to explore 
other viewpoints that might add to what we already know from research in public health. A 
broader reading of available literature that offers alternative viewpoints of vaccine hesitancy 
can be found within the discipline of sociology, psychology, political science, and 
anthropology just to name a few. Therefore, applying behavioural sciences to public health, 
Piltch and Diclemente (2020) argue that it has the potential to build on the plethora of well-
established theories of health and social behaviour that can enable us to accurately identify key 
factors that negatively influence vaccine uptake.  
In similar respects to public health framings of vaccine hesitancy, Piltch and Diclemente 
(2020), writing from a behavioural science’s perspective, understand vaccine hesitancy as a 
continuum. However, this continuum is encompassed by five factors all of which affect 
vaccination uptake. These factors range from the awareness of the health threat, availability of 
the vaccine, accessibility of the vaccine, affordability of the vaccine and the acceptability of 
the vaccine (Piltch and Diclemente, 2020). As a consequence, the above mentioned factors are 
seen as key instruments in influencing individual behaviour as far as the decision to vaccinate 
is concerned.  
In other disciplines such as politics, scholars view vaccine hesitancy as a gendered process 
where women are at the forefront of navigating meanings of health, risk and government 
intervention for their children (DeVault, 1991; Reich, 2014; Carrion, 2018). Reich (2014) 
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argues that mothers perceive vaccines as a tool for individual benefit and should be consumed 
for achieving that practical end. This view, as Reich (2014) argues, rejects one of public 
health’s main tenet that those who vaccinate assume minimal risk for the good of those who 
are most vulnerable (herd immunity). In the same breadth, while observing anti-vaccination 
movements in popular anti-vaccination Facebook pages, sociologists Smith and Graham 
(2017) discovered that these pages on the social networking site, Facebook, embody a highly 
feminised movement as the majority of participants in these pages are women. This finding, 
according to Smith and Graham (2017) posits a dominant cultural understanding of parenting. 
That is to say, the care of children or parenting, for the most part, is a maternal concern. This 
view is in line with Durbach’s (2005) historical analysis of vaccination where the maternal 
instincts of women were regarded as forms of knowledge, placing women in the best position 
to detect illnesses from their children. Thus, according to Durbach (2005:60) whether to 
vaccinate or not was “a mother’s question”. Furthermore, given the gendered aspects of 
vaccination, Smith and Graham (2017) assert that anti-vaccination movements are significantly 
a feminised social phenomena, despite the fact that the matters it addresses are not gender 
specific.       
Smith, Attwell and Evers (2019) on the other hand, contend that vaccination is a controversial 
political issue especially in wealthy countries where vaccine hesitancy has become a ubiquitous 
feature of life. As a result of this view, scholars in the discipline of politics direct most of their 
research on vaccination policies, measuring their level of acceptance by the public, as well as 
their outcomes. For example, Smith, Attwell and Evers (2019) have observed vaccination 
policies of wealthy countries to explore the relationship between the approvals of mandatory 
vaccination laws with the acceptance of vaccines by the public. Their starting point was the 
Australian “No Jab, No Pay” policy where social welfare payments are dependent on full 
vaccination.  Smith, Atwell and Evers (2019) discovered that while the overall support of both 
the policy and vaccines were similarly high, the overall disdain towards the policy correlated 
with the negative beliefs concerning vaccination. Rao and Andrade (2011) in their study found 
that vaccination policies were mostly supported by political groups. Thus, Kahan (2014) warns 
that vaccination policies that promote mandatory vaccination have the potential to further 
inflame opposition to vaccines based on the already prevalent distrust of government 
compulsion. In similar vein, Smith, Atwell and Evers (2019) argue that the combination of 
political cultures, policy histories and party systems of dissimilar nations produces rich political 
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contexts that configure and shape different patterns of support for vaccination and vaccination 
policies. 
In sociology, Brownlie and Howson (2005) building on Möllering’s (2001) analysis of trust 
and views vaccine hesitancy as a product of trust relations between a number of factors that 
function in interrelated ways. From this vantage point, the trust in vaccine is seen as “a practice 
based on knowledge” and “shaped by relations of governance and anxieties created by the 
nature of social and technological change” (Brownlie and Howson, 2005:235). For example, 
in deciding whether to vaccinate or not, Brownlie and Howson (2005) argues that parents act 
in the face of numerous uncertainties that are regarded and treated as knowledge gaps. 
Therefore, in filling these gaps, although strong religious and moral reasons play a significant 
role in decision making, for the most part, parents act as handymen, by patching together 
different forms of knowledge (Brownlie and Howson, 2005). 
Additionally, Psychology scholars argue that the fundamental thing that makes the perceptions 
of vaccine hesitant individuals different from those of public health officials is that both groups 
are exposed to information, though equivalent in content, which comes from different sources 
(Barkan, Zohar and Erev, 1998; Hertwig et al, 2004). For example, Hertwig et al (2004) argues 
that public health officials have access to the kind of information that parents don’t. This 
information includes things such as personal experiences gathered across many patients and 
from public health discourse that points to the notion that vaccination seldom produces side 
effects. On the other hand, parents are exposed to information sources like internet forums, 
experiences from fellow parents and newspaper articles that offer convenient descriptions of 
risky prospects most likely pointing to the frequent occurrence of vaccination side effects 
(Hertwig et al, 2004). With that being said, Hertwig et al (2004) and Tomljenovic et al (2019) 
argues that parents make their decisions based on the descriptions of possible outcomes while 
public health professionals make decisions from professional experience. Therefore, decisions 
made from descriptions of possible outcomes and the decisions made from professional 
experience often lead to different choice behaviours (Hertwig et al, 2004).     
In the same breadth, Navin (2013) makes a point that the only reason why vaccine refusers are 
at odds with public health professionals is that they disagree with the types of practices that 
public health professionals deem to be conducive to good reasoning about healthcare choices. 
As a result, Navin (2013) views vaccine refusal as an alternative epistemological space 
representing different theories of knowledge concerning the methods, validity and scope of 
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medical practices. For example, in place of the advocacy of strict obedience to authority that 
mainstream medicine promotes, anti-vaccination proponents encourage the development of 
democratic communities of parents who make their own research about medicine (Navin, 
2013). Additionally, in lieu of the empirically grounded and peer-reviewed research that takes 
precedence in mainstream medicine, Navin (2013) argues that anti-vaccination proponents 
offer the affirmation of existing beliefs that parents subscribe to about the health of their 
children and a refusal to recognize differences in medical expertise. 
In other studies, psychology scholars contend that in general there are inherent common 
features between the beliefs of vaccine hesitant individuals and conspiracy theories (Jacobson, 
Taergonski and Poland, 2007; Bessi et al, 2015; Tomljenovic, Bubic and Erceg, 2019). As 
Tomljenovic et al (2019:539) argue, the common elements of these beliefs are communicated 
through their intent of “reducing the complexity of reality”, which encompasses the lack of 
trust in “scientific research, rejection of science, the acceptance of alternative explanations of 
scientific data” and creating a climate where “mainstream beliefs and officially recommended 
practices” are frequently disengaged. Additionally, since self-informing on anti-vaccine-
oriented through internet sources takes precedence among vaccine hesitant individuals, 
Tomljenovic et al (2019) claims that both vaccine hesitant beliefs and conspiracy theories 
depend on the internet through social networks that are regarded as main catalysts in 
perpetuating these tenets. In similar vein, Betsch’s et al (2010) argues that anti-vaccine-
oriented web pages play a significant role in shaping the beliefs of vaccine hesitant individuals 
because of the nature of information that is often made up of conspiracy theories that is 
provided in these web pages.          
So far, from a public health perspective vaccine hesitancy has been used to describe the factors 
that affect the low uptake of vaccines from a global (specifically European/American) context. 
However, while acknowledging that the idea of vaccine hesitancy is caused by many factors, 
public health scholars still failed to account for the social and political contexts that shape 
individual and public responses. Thus research from other disciplines as I have shown in this 
section has provided us with a broader understanding of vaccine hesitancy by taking into 
account additional factors that influence vaccine uptake.  
Scholars in psychology observed the psychology behind decision making of parents in deciding 
to vaccinate their children to reach the conclusion that both vaccine refusers and public health 
professionals operate within different forms of knowledge. Through these contributions from 
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psychology, we see that anti-vaccination is a contested epistemological space. Similarly, 
sociologists regard vaccine hesitancy as a social practice based on knowledge—known or 
unknown—where parents pierce together different kinds of knowledge. On the other hand, 
some political and sociological studies see vaccine hesitancy as a gendered phenomenon where 
mothers are painted as the main actors in deciding for and against vaccines. Additionally, 
scholars in politics are critical of mandatory vaccination policies because they fear that they 
might perpetuate anti-vaccination movements similar to the ones we have observed in the past 
as they represent government compulsion.  In what follows, I explore anthropological literature 
on vaccine hesitancy. I argue that Anthropological perspectives offer an alternative way of 
conceptualising the social dynamics of vaccine use or non-use, through the use of ethnographic 
methods to understanding and studying up critical, yet understudied institutions such as the 
NICD in vaccines.   
 
Anthropological Perspectives 
Anthropological literature fills an important gap left by the public health literature reviewed 
above. Anthropologists focus on the social, cultural and political meanings of medicines 
observed ethnographically and how these interact with social identities, power, morality and 
ethics. As Whyte et al (2002) point out, medicines have social lives and implications. In this 
sense, resistance to vaccines can be regarded as a means of expressing identity, resisting 
control, and challenging biomedical power. Thus, vaccine hesitancy becomes a ‘highly social 
act’ that reinforces social belonging and strengthening community ties (Sobo 2015). For 
example, parents who are against vaccination often enrol their children in the same schools that 
promote the refusal of vaccines because they desire to fit in with a group of self-defined 
individuals (Sobo, 2015). 
Vaccine refusal may further be conceptualised as a political act, undertaken by the powerless 
or subjugated populations in society against the hegemony of biomedicine. A tetanus 
vaccination campaign in Cameroon in the mid-1990s was greeted with widespread refusal, 
based on fears that the vaccine would sterilize young girls and women (Feldman-Savelsberg et 
al. 2000). Similar to rumours of the malicious intent of biomedical interventions (Geissler 
2005), Feldman-Savelsberg et al, (2000) argue that these responses need to be understood in 
relation to historical and contemporary relations between the state and local communities. 
Labelling particular sections of society as vaccine hesitant therefore has important social 
implications for how people may be perceived in their social contexts. One effect can be social 
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stigma, as Belland (2011) documented for the measles outbreak in Canada in the early 2000s. 
As the first victims of the outbreak were Chinese immigrants from Hong Kong, fear and anxiety 
was directed toward this ethnic nationality. 
Alternatively, vaccination according to Wentzell (2017) is regarded as a moral act that is 
undertaken to protect the community against infectious diseases. In this sense, vaccines are not 
limited to the individual, but rather to the greater social good. During a Human Papilloma Virus 
(HPV) vaccine trial, men who participated and underwent vaccination regarded this as an 
ethical and moral obligation toward others, representing their ‘ethical intercorporeality’ 
(Wentzell, 2017). Yet, those who refused vaccination were regarded as representing a threat to 
the general public, and in some cases generated ‘moral panics’ (Cohen 2011). Moral panics are 
moments that are characterised by heightened concern about a group of people or phenomenon 
that is seen as ‘a threat to societal values and interests’ (Capurro et al. 2018, 28). In most cases 
the perceived threat is blown out of proportion to the actual threat that is posed to the 
community (La Fontein, 1998; Fordham, 2001). Myths and rumours about vaccines as 
Kaufman (2010) observes, represents an axis through which parents have to navigate doubt 
and risk. Furthermore Kaufman (2010) argues that vaccine safety doubt is an example of the 
change in subjectivity where emergent truth claims and truth seeking strategies are coupled by 
risk and a normalized uncertainty.  
Finally, anthropological perspectives inform us that vaccination can be regarded as a tool for 
social control, and reinforcing the power of the state. However, since vaccination is not 
mandatory in many parts of the world, it can be perceived as a project of moral regulation that, 
according to Capurro (2018:39), is “rooted in the concept of governmentality” where 
“individuals are expected to self-govern and be responsible for their own behaviour”. 
Following the measles outbreak that occurred in 2015 in the US Disneyland, the media painted 
the parents of unvaccinated children as being a threat to public health. This fulfilled “one of 
the narrative requirements of moral panics to identify a group of deviants to become the focus 
of collective problematization” (Capurro et al. 2018:39). 
Anthropological perspectives offer insights into the political, social and cultural contexts of 
‘vaccine hesitancy’, challenging the public health focus which tends to ignore these contextual 
dynamics. Vaccine hesitancy is a complex and multi-faceted concept, and its study requires 
anthropological understandings through intensive field research to reflect this complexity. In 
what follows, having explored various approaches to understanding vaccine hesitancy, it is 
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fitting that we shift our attention to the responses of public health agencies to low vaccination 
uptake as a result of vaccine hesitancy.  In this case, I assess the impact of vaccination 
campaigns in addressing vaccine hesitancy based on their understanding of this global 
phenomenon and how they shape local behaviour. However, it is important to stress that at the 
time of this writing that there are only few studies that have taken this approach of studying up 
public health agencies such as the WHO to understand their framings of vaccine hesitancy and 
how it impacts and shapes local behaviours. 
 
Vaccination campaigns 
As a result of low vaccination uptake, national governments in partnership with public health 
agencies such as the WHO and the UNICEF began nationwide vaccination campaigns with the 
sole purpose of creating awareness about the importance of vaccination while aiming to 
upsurge vaccination uptake. Such campaigns include the Global Polio Eradication Initiative 
(GPEI), one of the largest global health projects to be created in history (Closser, 2010; Closser 
et al, 2014). The GPEI functions through a strategy of campaigns where groups of healthcare 
workers undergo a door to door campaign administering vaccines to children under the age five 
(Closser et al, 2014). While GPEI was created in 1998 with an optimistic goal of eradicating 
polio by the year 2000, Closser et al (2016) observed that this difficult goal was not achieved 
in some parts of the world. For instance, in 2015, as Closser et al (2016) discerned, polio still 
persisted in Afghanistan and Pakistan. However, in other parts of the globe such as in India, 
polio was successfully eradicated by the year 2011 (Closer et al, 2016). 
In certain areas of the world that are characterised by dire health systems, instead of fighting 
the cumulative spread of polio through the improvement of sanitation structures and through 
buttressing routine immunization services, Closser et al (2016) argues that leaders of GPEI 
resorted to exercising oversight through pouring in funding for repeated polio campaigns. As 
a consequence, scholars argue that this approach only benefits the major funders of the GPEI 
while disadvantaging the countries it was supposedly helping (Closer et al, 2016). On the 
contrary, the leaders of the GPEI contend that this approach had a positive effect towards the 
health systems (Closer et al, 2016). The GPEI frames vaccine refusal as a product of ignorance. 
For example, GPEI website states that “resistance to immunization has largely been caused by 




According to UNICEF documents (2014), GPEI planners in Nigeria described local caregivers 
as lacking understanding of the need for routine immunisation campaigns. Furthermore, these 
documents, according to Closer’s et al (2016) analysis, vaccination refusals stems from 
political dynamics that place Islam and the West at odds. For example, as we have observed 
earlier in this chapter, UNICEF (2014) argues that in the “context of war”, vaccination is often 
heralded as a western ploy to sterilize Muslims. In an attempt to counter such ideas, Closer et 
al (2016:329) claims that GPEI leaders branded polio eradication as Islamic through 
“publicizing the support of Muslim religious leaders to polio eradication”. According to 
Kennedy (2016), this view is problematic in a number of ways. First, it does not provide a 
proper account as to why there is variation in attitudes towards polio vaccination problems 
(Kennedy, 2012). Second, he finds the document’s portrayal of Islam militant groups as 
rebellious in nature as deeply flawed because different militant groups within the Islam nation 
are a product of unique social and political contexts. As such, each Islamic militant group 
participates in its own unique conflict, showcasing dissimilar attitudes and interaction towards 
polio vaccines (Kennedy, 2012).  
According to Kale (2009) in Kennedy (2012:299) GPEI’s explanation of resistance to polio 
vaccination programmes paints the animosity prevalent in these programmes as a product of 
people’s “lack of accurate knowledge about new technologies and new practices”. Moreover, 
as Kennedy claims (2009:299), this description is ahistorical and depoliticizing as it ignores 
“the political nature of the responses to polio vaccination campaigns”. It ignores the underlying 
grievances that characterise these militant groups through only focusing on ideologies that 
legitimizes them (Kennedy, 2012). It overlooks the impact of colonial history in distributing 
“power in the contemporary world” through imposing the modern structure of government in 
regions that contain a “variety of religious and linguistic loyalties” (Kennedy, 2012:300). Since 
several postcolonial governments do not reflect the interests of all these ethnic and religious 
groups, they often rely on the assistance of other foreign governments to rule such groups 
(Mamdani, 2002; Kennedy, 2012). These Islamic militant groups represent marginalized 
communities that are frequently battling against unrepresentative postcolonial governments. 
As a consequence, scholars believe that resistance in the eyes of GPEI leaders, represents the 
fundamental political grievances of marginalized populations in lieu of concerns about 
vaccines (Kaler, 2009; Closser, 2010; Kennedy; 2012; Taylor, 2015).      
In other studies, scholars argue that vaccination campaigns embody a new public health model 
that constructs individuals as neoliberal citizens and placing on them the responsibility for 
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managing their own health and making the most of public health opportunities (Peterson and 
Lupton, 1996; Davies and Burns, 2013). According to Peterson and Lupton (1996) in Davies 
and Burns (2013:711), writing from a Foucauldian perspective of governmentality, describes 
the “new public health model” as a form of “neoliberal government” that gives birth to “new 
bodies of expert knowledge’ through institutional and individual practices that facilitate a 
healthy lifestyle while constraining the parameters of healthy citizenship. For example, looking 
into Gardasil vaccine campaigns in the United States directed at women, both young and old, 
Davies and Burns (2013) contend that this campaign was carefully tailored for its key audience 
using the media to govern and produce healthy lifestyles and behaviours, and constructing 
public discourse about the vaccine. The campaign targeted mothers that were in need of the 
“appropriate information” to provoke the “desire to protect” themselves and their daughters 
(Davies and Burns, 2013:715). It further targeted women who required information and 
empowerment to be agents of their own health (Davies and Burns, 2013).  
Additionally, building on Gill’s (2007) work on the relationship between post-feminism and 
the work of the media, Davies and Burns (2013) observed that pharmaceutical companies of 
the Gardasil vaccine employed a post-feminist discourse of choice and empowerment as a way 
of constructing women as independent individuals who are no longer controlled by power 
inequalities, and thus implying that the practice to vaccinate was freely chosen. Through 
campaign messages, women were persuaded to be in charge of their sexual and reproductive 
wellbeing through using the vaccine, a choice that has been historically detached from them 
(Davies and Burns, 2013). This observation is in line with Harris’ (2006) contention that in 
order for women to be regarded as responsible self-made citizens, they are often expected to 
control and manage the uncertain conditions of contemporary life through devoting to self-
managing strategies. Thus vaccination campaigns produce a sense of responsibility and 
individual autonomy in order to warrant women’s independence from the state (Davies and 
Burns, 2013).  
In summary, the response of public health agencies in addressing the low uptake of vaccines 
as a consequence of vaccine hesitancy suggests that vaccine hesitancy is framed as a product 
of the lack of accurate knowledge about vaccines and as an underlying political grievance of 
marginalized populations against a postcolonial state. As a result, vaccination campaigns are 
specifically tailored to address these political grievances and deficit in knowledge. Using an 
analytics of governmentality, scholars have foregrounded the ways in which vaccination 
campaigns created by global public health agencies such as WHO and UNICEF produce: 
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contentions between marginalised groups and foreign intervention; health knowledge and 
healthy citizenship in a neoliberal landscape; and discourses of neoliberalism and postfeminist 
notions of choice and risk. Moreover, in certain territories, vaccination campaigns have shaped 
local behaviour through producing conflict in politically unstable territories and shaping 
women as agents of their own health with access to a range of health choices and freedoms.  
This section of the chapter highlighted the importance of studying up public health agencies 
and their initiatives in addressing issues of vaccine hesitancy and how they shape local 
behaviours. While there are only a few studies that have looked at vaccine hesitancy from a 
global public health agency perspective, this section urges scholars, particularly 
anthropologists, to shift their attention towards the practices of public health agencies to create 
a more holistic understanding of vaccine hesitancy.   
 
Conclusion 
Vaccine hesitancy reflects a longstanding confrontation that has persisted throughout 
generations between the state and the public. It is a metaphor that has captured a series of 
resistance movements that aim to protect the human body and belief systems against 
biomedical hegemony.  Understanding how individuals perceive the human body can provide 
vital cues to understanding vaccine hesitancy. This chapter, drawing from different discipline-
specific understandings and framings of vaccine hesitancy, has demonstrated how multifaceted 
this phenomenon is with different connotations attached to it. Thus, only viewing from a public 
health discipline-specific lens only provides us with a partial understanding of vaccine 
hesitancy. Also, looking at vaccine hesitancy from the perspective of parents and caregivers 
only provides us with a one sided, single story of resistance and hesitancy. We need more 
studies that will explore vaccine hesitancy from the perspective of public health agencies to get 
a much broader perspective. From this vantage point we can devise a more holistic 
understanding of vaccine hesitancy building from the few studies that have already begun to 
shift their attention to public health agencies.         
Public health’s main focus is centred on the prevention of disease at a population level as well 
as improving the health of the public. As a result, research in this discipline is configured 
towards obtaining this practical end. Furthermore, research in public health has a tendency of 
producing studies that focus on what Poland and Brunson (2015) refer to as proximate 
determinants, that is, factors that are perceived to be closely related to the health issue in 
question. As such, the social factors that influence this particular health issue must operate 
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within these proximate determinants. In the case of vaccine hesitancy, for example, proximate 
determinants include knowledge and perceptions of vaccines, the role of the internet, and the 
level of hesitancy. While the focus on proximate determinants has useful benefits on the 
surface, such as providing direct and clear entry points of intervention, the reality of 
vaccination uptake is much more complex than this.  
Through their work, scholars from other disciplines, echoing Poland and Brunson’s (2015) 
argument have demonstrated that ‘proximate determinants’ do not just exist in vacuums, they 
exist outside these vacuums as these determinants differ from person to person, and from 
population to population in non-intuitive ways. Additionally, vaccination uptake can be 
influenced by non-proximate determinants—social, cultural, political and historical factors— 
which can vary from person to person and from population to population. Thus, in order to 
understand these non-proximate determinates and to effectively address vaccine hesitancy, the 
discipline of public health needs to engage viewpoints offered by other disciplines such as 
anthropology, history, psychology and political science. Although these disciplines are set 













“There is a certain urgency to the kind of anthropology that is concerned with power, for 
the quality of life and our lives themselves may depend upon the extent to which citizens 




Historically anthropology has been known and used as a method for studying down the under 
privileged, poor, subjugated and disempowered societies through ethnographic research. 
Anthropologists’ often researched societies that were disempowered by various processes of 
colonialism. As a consequence, anthropologists have been complicit in working to support 
colonial powers through the usage of their knowledge of local customs gathered through 
research. Scholars such as Hlabangane (2014) and Singer (1990) as seen in previous chapters 
of this dissertation have echoed similar sentiments through framing anthropology as a service 
sector to biomedicine. This history has resulted in imbalances in power dynamics and created 
a disciplinary context where those who wield power constantly studied those who had been 
stripped of it. In effort to rectify these imbalances, Laura Nader is among a cadre of 
anthropologist who have made the call for ‘studying up’ as a form of evening processes that 
involve the exercise of power in research (Nader, 1972). Nader’s (1972) key argument is that 
an ethnography that only focuses on the socially marginalised populations (re)produced power 
dynamics that favoured the ethnographer. As a result, Nader (1972) urged and encouraged 
anthropologists to not only focus their research interests on the socially marginalised 
populations, but to conduct fieldwork among institutions of power. In so doing, Nader (1972) 
argues this would help to bring to light the production of knowledge in certain ‘controlled 
spaces’15 by group of individuals who are invested in holding on to authority over knowledge.  
 
While Nadar’s (1972) work seemed to make the call to ‘study up’ particularly well-known in 
the early 1970s, she was not alone. Nader (1972) forms part of a plethora and genealogy of 
                                                          
15 By “controlled spaces” I’m simply referring to spaces where authorised and unauthorised persons are under 
continuous physical or electronic surveillance, including their access into these spaces.     
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contemporary anthropologists calling for the use of anthropological methods in studying up 
institutions of power and their practices (Onwuachi and Wolf, 1966; Gjessing, 1968; Berraman, 
1968; Peters and Wendland, 2016). Proponents and contributors of this call to study up 
encouraged anthropologists to scale up their already established “interconnections of political 
and economic structures within small scale societies” to include anthropological studies of 
large scale international institutions (Perters and Wendland, 2016:2). One of the key argument 
in these works cited above was that the anthropological approaches of that period ran the risk 
of being irrelevant since they did not draw attention to the practices of power. For example, 
Gjessing (1968) and other in Perters and Wendland (2016), urged anthropologists to give 
consideration to the effects of large-scale power relations within studies that focused on the 
African continent. Anthropologists such as Gjessing (1968) wanted anthropologists to cut 
down their attention on traditional topics such as marriage and to navigate their ethnographic 
attention towards issues of race, government practices and economic development at broad 
macro-structural levels.  
  
To narrow and deepen the focus of this review, in this chapter, as my dissertation is a study of 
a major health organisation, I explore anthropological works that draw ethnographic attention 
to ‘studying up’ institutions of power, specifically those within the public health space, and 
their knowledge generating practices. I locate this review within the growing anthropological 
focus on ‘studying up’ through focused anthropological studies that go beyond locally or meso-
level focused studies.  
 
The arguments in this chapter are as follows: first I recognise and agree with the necessity of 
studying up as a method that brings ethnographic attention to the under-researched groups often 
constituted by the elites, businesses and institutions that affect everyday lives of the often over-
researched ‘poor’. Ethnographies about the socially marginalised people have become a 
common theme across anthropological literature that they run the risk of becoming a ‘single 
story’ created through the persistent “representation of people living in particular 
circumstances and behaving in particular ways” (Adichie 2009 as cited by Mkhwanazi 2016:2). 
The problem with this single story, as Adichie (2009) in (Mkhwanazi, 2016:2) argues, is that 
it “creates stereotypes that are not necessarily untrue but incomplete”. Thus, I show that 




Secondly, I want to bring attention to the dearth of ethnographic research that focuses on public 
health institutions in South Africa, and therefore the urgency and necessity of my particularised 
case study. As there are gaps in studying up South African health institutions, necessarily, much 
of the data and studies I draw from in this chapter are from an international context. Ultimately 
I make the case for the urgency of studying up institutions of power in South Africa, 
particularly in relation to health.  
 
Studying up: race, gender and sexuality in institutions 
Before I delve deep into studying up, I would like to establish a common understanding of key 
concepts or terminologies that will be communicated throughout this chapter, and the larger 
dissertation. In doing so, I want to enhance understanding, and the importance of studying up. 
It is important that I clarify what I mean and what it is understood in the literature about 
‘studying up’, and/or to ‘study up’. The word ‘Up’ always describes the direction or position 
of one thing in relation to another. Thus, as Peters and Wendland (2016: 242) have wonderfully 
put it, “for the social worlds that anthropologists study, ‘up’ must be determined in relation to 
someone or some group, whether local or far away, living or dead, real or imagined”. 
According to Peters and Wendland (2016: 242) therefore studying up entails studying those 
who are seen to possess some kind of authority in their relationships with others. Said (1978) 
elaborates that this kind of authority provides those who have it with the upper hand to enforce 
rules and regulation to those ‘below’ in relation to their position in society. Thus, ‘studying up’ 
insinuates the study of government structures, wealthy individuals, bureaucracies and other 
larger institutions of power where the power dynamic does not necessarily fall in favour of the 
anthropologist as is often the case with anthropological case studies of small, localised and 
disempowered societies.  
 
Power is central to conducting ethnographic research, and some forms of power and status are 
characterised by their durability as they continue to be persistent (Peters and Wendland, 2016). 
For example, during the colonial era, many parts of the African continent were controlled by 
European powers with whiteness being conferred high status. Echoing similar sentiments, 
Benton (2016) observed that within institutions there are hierarchies of power that are rooted 
in the colonial project in the African continent. Benton (2016) observed that the residues of 
colonial power remain in many institutions as race and skin colour are still driving practices of 
power. Benton (2016) points out for instance, how the profession of humanitarianism is shaped 
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by structures of inequality and white supremacy as she noted that black Africans working in 
humanitarian institutions work and operate under conditions of racism. Similarly, Hoberman 
(2012) has explored the role of racism in American medicine where he makes the argument 
that American physicians and the institutions they represent are invested in the denial of the 
existence of medical racism in the medical fraternity. Hoberman (2012) places his argument in 
the profession’s lack of interest in race relations evident in their tacit censorship of race issues 
in their medical journals.  
 
In addition to race in institutions, Crystal Biruk’s (2017:340) work on community engagements 
with “lesbian, gay, bisexual, transgender, and intersex (LGBTI) rights NGO” shows how 
gender and sexuality continue to represent a pivotal axis of power in institutions. Drawing from 
her own experiences as an anthropologist working with a LGBTI rights NGO, Biruk points to 
how NGO work and activities breeds obvious risks for LGBTI persons both as researchers and 
participants as they have to learn how to navigate potential harm experienced on the field 
because of their sexuality. As a consequence, they are often under-renumerated for their 
services. Similarly, although not referring to LGBTI community workers only, Maes (2017) 
argues that the projects of global health, while they seek to better the lives of the poor, they 
often fall on the shoulders of under – or non-remunerated volunteers. Such work exposes the 
exploitation of community health workers in poor communities by powerful institutions such 
as NGOs. These powerful institutions use the language of morality to encourage unemployed 
persons to take up unpaid work to fulfil the goals promoted by NGOs without taking into 
consideration the potential harm that may surface on the ground due to their sexualities.            
 
In summary, ‘up’ may refer to one’s position in society that confers high status. While scholars 
and critical observers of studying up have paid special attention to those who are high in the 
ranks of powerful institutions - Doctors, scientist and politicians – their work has revealed how 
power and positional superiority can simultaneously or alternatively stem from other 
hierarchies. We have seen in Benton’s (2016) work how race can overshadow one’s expertise, 
while Biruk’s (2017) work has demonstrated how sexuality can cause harm. Most importantly, 
this work has revealed how durable some axis of power are as they continue to persist 





The inception of ‘studying up’ meant that being ‘up’ was considered from the position of 
superiority and influence (Onwuachi & Wolfe, 1966; Berreman, 1968; Gjessing, 1968 and 
Onwuachi and Wolfe, 1966). As a result, anthropologists who are involved in the project of 
‘studying up’ have studied in great detail individuals and institutions that occupy such positions 
of superiority and the power that comes with being in such positions. They have immersed 
themselves into sites of power in an attempt to explore and understand the culture of power 
through documenting the day-to-day workings of power. As a result, they have produced a set 
of creative ethnographies that brought to light the everyday inequalities inherent in sites of 
power or in influential organizations shaped by racial differentiations and sexual orientations. 
For example, we have seen how Caucasians and homogenous individuals may have an 
advantage or influence over Black people and heterogeneous individuals. Therefore power is 
held by those with an advantage over others. So race, gender and sexuality form an imaginary 
line through which power and influence travels in sites of power.           
 
The call to ‘study up’ as I’ve shown urged anthropologists to explore and examine the practices 
of powerful institutions within societies, as well as the role of factors as race and sexuality in 
organisations. This call has been heeded by various anthropologists across the world who have 
taken up this call to “study up”. Below I discuss some of the contributions of these authors who 
have illuminated at great length social life within structures of political and economic power. 
As I show below, these authors have taken up this call to illuminate on the complex politics of 
representation regarding race and class, the dynamics of power and knowledge and their 
relationship to human suffering in organisations and institutions. Although there is a significant 
amount of anthropological scholarship (cited below) that succumbed to the project of studying 
up, it is important to note that there are other studies not included in this review that have 
brought attention to a plethora of themes that  focused on other sites of power such as  
traditional politics and religious leadership. However, for the purpose and scope of this chapter 
and the larger dissertation, my focus will only be on literature that brings ethnographic attention 
to the practices of the greater political environment within the public health space.   
 
Latour and Woolgar: “The Scientific Tribe” 
For a plethora of researchers in the field of social sciences who had research interests in science 
and technology, ‘studying up’ afforded them with a unique opportunity to use their 
ethnographic skills to create a lens through which they can observe the day to day activities of 
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scientists in various institutional settings. From the 1970s researchers began to use ethnography 
to study labs of a wide range of scientists to produce a set of interesting and creative 
ethnographies. Bruno Latour and Steve Woolgar (1979) in their book Laboratory Life: The 
Construction of Scientific Facts conducted an ethnographic study at the Sulk Institute for 
Biological Studies. In this ethnography, Latour and Woolgar attempted to describe the culture 
of the scientific laboratory which they deem to be understood by only a small number of people 
with specific interests.  
 
The inspiration behind this ethnography by Latour and Woolgar was to break boundaries and 
create a non-scientist’s account about science. Latour’s16 approach was to become part of 
laboratory through immersing himself in the daily and intimate processes of scientific work. In 
this way, Latour followed in detail the kind of work scientist do and ultimately how they think, 
and thus conducted a “kind of anthropological probe” (p.12) to studying the scientific culture 
as they put it. Using the same methods that scientists use to observe and study chemical 
reactions and cells, Latour observed scientists with the same scientific lens that puts organisms 
into focus.  
 
Since the daily activities of scientist in the laboratory eventually lead to the construction of 
scientific facts, one of the main fundamental arguments of this ethnography is that scientific 
facts are socially constructed, and in order to understand these daily activities of scientists, one 
needs to employ the anthropological approach of participant observation. Through their 
laboratory ethnography, Latour and Woolgar (1979) argued that previous researchers only 
focused on underpinning the large scale effects of science while failing to penetrate and unearth 
the “mystique” of science. For example, most scholars focused mostly on the economics of 
funding scientific projects, the politics of its support and influence and the distribution of 
scientific research throughout the world. As a result, this focus on the large-scale effects of 
science takes the products of science for granted and does not try to account for the initial 
production of scientific knowledge. As an attempt to move away from this approach, Latour 
and Woolgar (1979) created a descriptive account that was based on the experiences of 
laboratory scientists, that is, the anthropology of science, as they put it. This gave them insights 
into what scientists really do, which shows in detail the social construction of scientific facts. 
 
                                                          
16 Woolgar was only involved in the writing process. 
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The importance of this ethnography by Latour and Woolgar (1979) was the extent to which 
both authors showed that science is similar to any other social system and thus scientists in 
laboratory and institutions should be studied like any other ethnic group that’s studied in 
anthropology. Through Latour and Woolgar’s (1979) work, we learned that the construction of 
facts by scientist is imbued with social processes and thus is not untainted or ‘objective’. This 
is because in order to create ‘facts’, scientists need a set of tools or devices which can transform 
a material items such as a cell into a diagram or graph which are produced in a form paper. 
Thus, scientists spend a considerable time utilising such devices to create graphs and diagrams 
which essentially become the focus of discussion between scientists.  
 
According to Latour and Woolgar, scientists refer to graphs and diagrams that are inscribed on 
paper as facts. Thus, facts are seen as depicting reality, a reality that is negotiated amongst 
scientists. Conversational exchanges amongst scientists about these graphs and diagrams give 
rise to ‘rational’17 arguments and thought processes about how these inscriptions were created. 
Consequently, the construction of facts is guided primarily by conversations that scientists have 
with each other. This provides evidence of how scientific activity is not different from the 
practices of non-scientific activity.  
 
Laboratory Life: The Construction of Scientific Facts provides a broad understanding of the 
circulation of facts. For facts to be robust, they need to move from one continuum to another. 
Scientific facts move in between laboratories, then submitted to a journal, from there to a 
market and to consumers. This circulation of facts provides a space for the continual testing 
and contesting of factors by other actors. Latour and Woolgar (1979) go on to argue that social 
factors such as age and reputation of the scientist play a big role in how scientists view each 
other in the laboratory. The older and more knowledgeable the scientist is, the easier for the 
scientist to make ‘a move’ in the scientific field. In order for a scientist to obtain a grant, the 
scientist needs to be off a specific age because the older you are the more knowledgeable you 
are considered to be. Essentially, the scientist’s ability to get a research grant depends on the 
scientist’s credentials. Scientists are obliged to be credible and to be productive at the same 
time which creates cycle of credibility. 
 
                                                          




In a nutshell, Latour and Woolgar (1979) argue that participant observation is the only method 
that provides the space for understanding the underlying mystique of science in institutional 
settings as laboratories. The Anthropological approach places the researcher in a better position 
to provide a comprehensive and reflexive comprehension of the detailed activities of scientists. 
“The anthropology of science” as it is called, allows the researcher to study scientific activities 
and to gain insights into what scientists really do. Having shared this, below I explore more 
aspects of scientific knowledge making particularly in medical research to draw attention to 
additional factors that shape the environment through which scientific knowledge is 
constructed and produced. This focus on knowledge making is central to the understanding of 
power which studying up aims to explore. Knowledge has always been attributed to power, 
and this is seen in a popular quote commonly linked to Sir Francis Bacon (1597) “Knowledge 
is power” which essentially contains the meaning that knowledge is more powerful than 
physical strength. Thus institutions that make and produce knowledge can be seen as sites of 
power and influence.  
 
Unknown Knowns: ‘Public Secretes’ 
Building on Michael Taussig’s (1999) work on public secrecy and supplementing it with Latour 
and Woolgar’s (1979) central concern for scientific knowledge with a specific interest on 
medical research conducted in Africa, Geissler’s (2013) work points to the inequalities that are 
inherent in scientific medical research conducted in and around Africa. Geissler (2013) refers 
to these inequalities as ‘unknown knowns’. According to Geissler, researchers who are in the 
business of advancing essential scientific knowledge are familiar with certain aspects of the 
inequalities that surround their work but oftentimes they choose to actively ‘unknow’ these 
inequalities by way of oversight, ignorance and by use of different terminologies. In Geissler’s 
(2013) study collaborators are conscious of the disparities characterizing the production of 
scientific knowledge. However, this knowledge is often implicit, silenced at times, removed 
from public dialogues and confined to specific situations. Thus unknowing permits consensus 
and maintains working relationships among actors who work in partnership across material 
differences.  
 
According to Geissler (2013), ‘unknown knowns’ are produced deliberately during the making 
of scientific knowledge to maintain relations necessary to conduct clinical research. In this 
regard, ‘unknowing’ is a condition that enables the production of scientific knowledge under 
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specified material conditions that shape and sustains scientific work. Geissler (2013) uses the 
idea of the ‘trope of Africa as a laboratory’ to point to how the strange and unusual layout of 
medical science in Africa creates inequalities for those working in Africa (p.14). Medical 
science or global health researchers from high income countries studying low income countries, 
exploited and poor resources continents such as Africa often receive better funding than 
researchers situated in low income countries. These inequalities and power imbalances between 
researchers in low income countries and higher income countries are often considered outside 
the immediate sphere of research ethics, resulting in funders and institutions ignoring the 
ethical issues of the politics of research in low income countries (Geissler, 2013). As a result, 
these inequalities are handled as ‘public secretes’ in the activities of knowledge production. 
 
In earlier anthropological analyses of scientific knowledge, scholars in anthropology have, 
from various vantage points brought attention to the intricacies of scientific knowledge through 
highlighting the lacunas in knowing, concealment and ignorance (Riles, 1998; Green, 2009). 
In scientific experiments, scientists tend to conceal methodological mistakes and sometimes 
discard any negative findings that often threaten proper interpretations. Also, the production of 
data is influenced by the scientist’s background assumption (what they ‘know’) which often 
directs and shape their experiments. The purpose of some scientific experiments is to produce 
new knowledge (what they do not know), so in order for scientists to get the desired result, 
they sometimes ignore some of the factors or conditions that may alter their desired results.  
Thus in these contexts, what scientist know, conceal and ignore validates their scientific work 
and acts as a performative tool that reinforces their authority of overcoming ambiguity (Riles, 
1998; Mosse, 2005; Green, 2009). Thus in this instance, ‘unknowing’ is all about maintaining 
the boundaries of legitimate knowledge as well as well as the addition of invisible, mute or 
practical ways of knowing.     
 
I am sharing these works because they point to the inequalities inherent in medical research as 
researchers from low income countries must prove their worth and expertise to their peers and 
to these research institutes that refuse to fund them because of their origins. Similarly 
Nyamnjoh’s (2012) has shown the inequalities Black anthropologists face because of their 
African origins. Nyamnjoh (2012:1) argues that since anthropology is unpopular amongst 
African intellectuals, their work is often contested and dismissed by fellow anthropologists on 
the premises that African anthropologists are conducting ‘self’ or ‘native’ anthropology for 
doing research work on fellow Africans. Furthermore, Nyamnjoh (2012) mentions that African 
69 
 
anthropologists are accused by fellow African anthropologists for perpetuating colonial 
epistemologies in studying Africa. We thus know from Nyamnjoh (2012) and others that 
researchers from low income countries experience similar disparities. The very nature of 
Anthropological work which many consider to favour the elites may portray them as suspects 
among people from low income countries, while their native origins may render them marginal 
in the eyes of the elites. As a result, some researchers have better institutional powers which 
afford them greater social and geographic mobility to move around. In a nutshell, this is 
evidence of how hierarchies such as race and nationality continue to influence the practices of 
these powerful institutions.  
 
To sum up, building on Peters and Wendland’s (2016) work, Geissler (2013) and Nyamnjoh 
(2012) have drawn attention to the persistent power of racialized hierarchies within knowledge 
making and in institutions of power as discussed earlier in this chapter.  Black African scholars 
experience similar inequalities faced by Black African humanitarian professionals described 
by Benton (2016). This shows that race continues to be a consequential fault line in institutions 
of power as Black African professionals take up space in disadvantaged positions relative to 
their white peers and superiors. A lot of these dynamics are operating across numerous 
organizations and disciplines. Thus studying up enables us with the opportunity recognize and 
bring into light these dynamics – often rendered invincible - which form part of the day-to-day 
practices of power within organizations.  
 
So far I have explored how race, sexuality and gender persist to be an axis of authority and 
control across organizations. I have followed in great detail the intricacies surrounding 
scientific knowledge making which forms part of the daily activities of organizations. In what 
follows, I turn my attention towards the study of outbreaks, particularly the responses of public 
health officials as they represent the state and public health agencies that yield great amounts 
of power. As such, public health officials fit the criteria of what it means to be ‘up’ as their 
profession places them in a position where they have authority of safeguarding the health of 
the public through controlling health behaviours. As a result, their work is subject to 




Controlling the Narrative and Geographies of Blame 
As some scholars had a specific interest in scientific activity of laboratories and the inequalities 
that surround medical research, others shifted their ethnographic attention towards outbreaks, 
particularly the responses of powerful institutions such as government, public health 
institutions and the media. The stigma and othering that sometimes arise from serious health 
hazards during outbreaks, often perpetuated by a group of powerful individuals in society, is 
one issue that has gained anthropological attention from scholars as Schoch-Spana (2006) and 
critical observers alike. In his public writings, Qambela (2011 and 2013) has written on the 
ways in which Black women in South Africa are often shamed, blamed and othered in 
HIV/AIDS discourses by South African elites and researchers, in ways that ignore and 
downplay the institutional structures that have made Black women vulnerable to HIV/AIDS.  
According to Schoch-Spana (2006) attributing a pandemic to a foreign point of origin which 
the public must be protected from creates a geography of blame likely to stigmatize the less 
powerful and marginalised populations in society. In “Stories in the Time of Cholera”, an 
ethnography written by Charles Briggs with Clara Mantini-Briggs (2004) shows how official 
discourses about outbreaks creates a politics of exclusion towards marginalised group of 
individuals, placing cultural difference as key factor for the deaths that occur during pandemics. 
Such explainations point to a need to critically look at official responses of organisations to 
outbreaks and subsequent health responses.   
 
Briggs and Briggs’s (2004) ethnography chronicles the cholera epidemic that occurred in the 
Delta of Venezuela. Specifics highlighted in this book places the epidemic in 1992 and 1993 
and focuses on the narratives that shaped the perceptions of the health crises. Briggs’ assertion 
in this ethnography points to the different opposing narratives that were constructed to make 
sense of the cholera epidemic and how such narratives produced images that shaped life and 
death in the Delta. They continued to provide a descriptive account of the official explanations 
provided by public health professionals concerning the epidemic including the accounts of, 
politicians and the media’s responses to the cholera outbreak. Briggs and Briggs (2004) also 
looks at the responses that challenge and resist the biomedical underpinnings of accounts 
advanced by public health authorities about the epidemic, and these official explanations were 
mostly challenged by activists, opposition politicians and Delta residents.   
 
One of the fundamental arguments in this ethnography by Briggs and Briggs (2004) points to 
how the dominant narrative, that is, the official explanations provided by public health 
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professionals about the epidemic, was influenced largely by the deeply ingrained cultural and 
racial stereotypes. In the ethnography, Briggs and Briggs (2004)  introduces the term “medical 
profiling” to describe how clinicians and public health authorities automatically accept that 
members of a particular community are natural targets of particular diseases because of their 
‘unmodernised’ ways of life. Such communities, that don’t resemble the modern way of living, 
that is, utilising medical institutions and consulting modern medical doctors, are deemed 
incapable of helping themselves in the most modernised way and are less likely to be 
cooperative patients.  
 
In addition, Briggs demonstrates how these racial explanations of the epidemic evolved through 
exposing the ways in which even questions were asked. As Briggs and Briggs (2004) shows, 
these explanations were guided by questions such as,  
“Where did the cholera come from, and how did it get to the Delta? How did cholera 
spread from person to person and place to place? Who was to blame for the high 
incidence of infection and death in the Delta?” (p.166).  
 
Through these kinds of questions, Briggs and Briggs (2004) report that the medical community 
placed the blame on the cultures of the indigenous affected communities as being the source of 
this epidemic. The food that they ate (crabs and raw fish) and how they prepared it was 
considered as the root of the epidemic. Additionally, the crabs that almost everyone in the 
community consumed were racialized and culturized. The cuisine became the scapegoat for 
linking cholera to the customs and culture of the indigenous and thus becoming the dominant 
narrative underpinning the epidemic. In one of many stories provided by epidemiologists and 
doctors about the epidemic is that the water in which the crabs swim is contaminated. Since 
indigenous people were consuming these crabs as well as using the water for domestic 
purposes, public health officials believed that indigenous people became more susceptible to 
cholera. However, Briggs and Briggs (2004) believes that this narrative is a cultural invention 
because during his probing’s with the indigenous people, in no case did people recall ever 
eating crabs during celebrations. The feast was only linked to one region. Thus, public health 
officials used this account to construct it as the traditional culture of all regions in the Delta 
through an epidemiological narrative. 
 
The media plays a pivotal role in perpetuating the narrative and making it dominant. The media 
uses pictures of indigenous peoples performing their cultures (e.g. preparing eating crabs) to 
give the narrative an ethnographic authority. Information that emerges from initial encounters 
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with clinicians and affected individuals contributes to the creation of that ethnographic 
authority. For example when public health officials asked patients what they had eaten prior to 
experiencing cholera symptoms, crabs emerged on the list. This information is taken and 
repeated in a series of contexts as the one mentioned above about the contamination of water 
where crabs swim. Each context has a different setting which allows medical authorities to 
control how this information will be used to shape broader perceptions of the epidemic. The 
information travels from nurses to physicians. The media then uses this information to 
construct official stories for dissemination. For example, crabs were promoted as the leading 
causes of cholera by the media. 
 
However, Briggs and Briggs (2004) contends that crabs were ordinarily boiled in the delta, and 
in the medical community it is known that cholera does not survive in high temperatures 
provided by boiling water . According to Briggs and Briggs (2004) this is a classic example of 
how reported speech could be brought to life simply through recounting what is being said. 
People telling the story can easily provide an interpretation of a reported event simply by 
repeating what is being said. People believed what the media relayed information to them 
without fully evaluating the specifics of the narrative. 
 
Weaving the government into the fabric of cholera stories Briggs and Briggs (2004) showed 
that public health professionals do not only have power over preventive measures but also over 
the control of information about the epidemic. As per Naders’ (1972) examination of studying 
up power, control is seen as a dynamic of power. The control of information by public health 
professionals allows us to comprehend ‘control’ as an indirect means to power which takes 
precedence in studies about “studying up”. Thus, studying the control of information by public 
health officials and institutions enables us to come to grips with the manner in which power 
displays itself through knowledge and everyday practices as much as through more identifiable 
institutional forms. In continuing the ‘geography of blame’, the blame moved from the 
indigenous cuisine to the geography of the fluvial region. It was argued by public health 
officials that the Delta were inaccessible, which limited the degree to which medical authorities 
could maintain surveillance and regulate the movement and practices of inhabitants. The 
amount of rainfall that area experienced and the manner in which the seasons changed in the 
area made the region a natural home for cholera. Because the delta has no “modern” 




Briggs and Briggs (2004) further bring attention to how these official dominant narratives were 
challenged by the indigenous peoples through placing the blame on the government. The 
indigenous people argued that they had no access to health care facilities because of the lack 
of “development” in the area, and healthcare workers did not attempt to bring health care 
services to the people. The indigenous people had to travel long distances to receive health care 
without adequate transportation. Moreover, the indigenous people placed the blame on the 
government’s failure to launch important health education programmes that could have helped 
local traditional doctors to respond to the epidemic. Delta residents contextualised this lack of 
access to services especially health services as a result social inequality, exploitation and the 
growing effects of globalization. Briggs and Briggs (2004) discussed that the only reason why 
local traditional doctors could not treat ill patients was because of the fact that they were 
unfamiliar with cholera which was never reported in the Delta. According to one of Briggs and 
Briggs’ (2004) interlocutors, this was planned by the government so that the indigenous people 
could place their trust to the medical institutions. Because cholera killed their shamans they 
had no choice but to seek help too modern doctors. 
 
Briggs and Briggs (2004) attempted to reveal how the government is trying to take advantages 
of epidemics to try and ‘modernise’ the people of the Delta so that they can leave their cultures 
and utilise government healthcare institutions even though they are not easily accessible. 
Briggs and Briggs (2004) described in detail how the narratives in times of crises circulate 
among different sites and how they are transformed as they take up residence in different space. 
It is important to highlight that this work brings attention to the idea of the politics of 
representation. The inherently problematic nature of the description and representation of a 
particular group of people by those who are in a position of power. In most cases this idea is 
often related to the work of anthropologists in their attempts to ethnographically describe those 
that they study. However, it is important to note that in the context of my analyses, I am using 
this idea loosely to refer to certain individuals (other than anthropologists) in societies that are 
in a position of power and authority to speak on behalf of those who are not. In doing so, they 
have the ‘upper hand’ to control the dissemination of knowledge. 
 
Moreover, the manner in which public health authorities respond to outbreaks reflects the 
power dynamics that shape institutional practices. The act of controlling information 
emphasizes the indirect, oblique and hidden presentations of power. In this context, power is 
manifested as a production of dominant ideas that represent institutional structures. Thus the 
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control of knowledge served the interests of the state and public health agencies, reinforcing 
their political power.  All these dynamics take precedence in ‘studying up’. In what follows, I 
continue the discussion of controlling knowledge and the over-indulgence of studies that study 
down than “up”, where information becomes one dimensional through serving the interests of 
those in power. Through exploring Mkhwanazi’s (2016) work on research done in medical 
anthropology while taking on various positions of postcolonial critique, I demonstrate Nader’s 
(1972) call to look beyond studies of the poor, ethnic groups and disadvantaged, and focus our 
ethnographic attention to middle and upper class groups of individuals as central to providing 
more nuanced and complicated understandings of power in public health institutions.    
 
The “Single story” 
In Nader’s (1972) earlier construction of ‘studying up’, studying up meant studying every 
aspect of power in all its sites. Thus, with anthropologists often depicted as powerful 
individuals themselves, who are continually involved in global structures of power, Berman 
(1968) argued that anthropologist bear the responsibility to investigate that involvement in 
power structures. Anthropologist, Nolwazi Mkhwanazi (2016), drawing on five medical 
anthropological books points out in her article how the increasing number of medical 
anthropology publications focusing on sub-Saharan Africa have this inclination to only tell a 
one sided story of medicine, health and health seeking behaviours. Mkhwanazi (2016:2) makes 
the assertion that a plethora of medical anthropologists working in sub-Saharan Africa only 
focus on telling the familiar story of the “unpredictability of biomedical technologies and 
interventions in local settings”. Because of these stories having become a common theme 
across medical anthropology literature, they run a risk of being a “single story created through 
the persistent representation of people living in particular circumstances and behaving in 
particular ways” (Mkhwanazi, 2016:2). The problem with this single story, as Mkhwanazi 
argues, is that it creates incomplete stereotypes although they are not necessarily untrue. 
Medical anthropologist in their work, have a tendency to make a story and frame it to be the 
only story. 
 
Mkhwanazi explains that this single story reflects the “dominance of voices from the global 
North commenting on life in the South remains” (Mkhwanazi, 2016:2). Being an African 
woman, Mkhwanazi felt as if she was only being exposed to a one-sided story that only drew 
attention to tragedy in Africa. As such, Mkhwanazi (2016:2) asked herself as to why did not 
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medical anthropologists shed light on other “stories that do not look into Africa, but start in 
Africa and look out”. In explaining the single story, Mkhwanazi (2016) pointed out that the 
single story is made up of three parts. The first part of the story brings attention to the 
government’s failure to be involved in the provision of health care. This story is linked to 
structural adjustment programmes in the 1980s which entailed budgetary cuts on social services 
that were implemented on essential services that made healthcare to become expensive for the 
average citizen. As a result, government hospitals became under resourced and under staffed. 
Thus citizens were compelled to look for alternative means of providing health services for 
themselves. Mkhwanazi (2016:3) used Kamat’s (2013) “monograph on the persistence 
childhood malaria in Tanzania” as an illustration of the first part of the single story. In this 
monograph, Kamat (2013:13) as cited by Mkhwanazi (2016) claimed that the reason behind 
why global efforts for eradicating malaria were unsuccessful is because malaria was largely 
framed as a “bureaucratic and managerial problem” rather than a problem that results from the 
structural inequality that creates human suffering. Mkhwanazi (2016) argues that in all the 
books she consulted, the majority of countries in sub-Saharan Africa are linked with this 
version of the story.  
 
The second part of the single story brings attention to stories of “suspicion and distrust” 
(Mkhwanazi, 2016:3). However, Mkhwanazi (2016:3) argues that this story can be narrated 
from three different angles, and these being,  
“… the suspicion and distrust between Africans and people from outside the continent; 
between Africans and the state; and suspicion and distrust among Africans”. 
 
Using Kane (2012) as an example, Mkhwanazi (2016) argues that distrust is a by-product of 
colonial activities. Mkhwanazi (2016) makes an example of how the Senegalese were 
distrustful of French doctors since they thought that the doctors wanted to kill them, thus the 
suspicion was directed at Western hegemony.  
 
The last part of the single story is a glue that combines the first part and second parts of the 
story. It reflects the construction of knowledge, meaning and action. Mkhwanazi (2016) uses 
an example from Oxlund (2014) where the disposal of antiretroviral has led to the appearance 
of new religious spaces to show how ideas about life are crafted and negotiated within social, 




Mkhwanazi has heeded Berreman’s (1968) call for anthropologist to analyse their own 
involvement in international power plays and Nyamnjoh’s (2012) advice for anthropologists to 
expand their studies of Africa in studying up. As Peters and Wendland (2016) have argued, we 
will not have a clear understanding of Africa, anthropology and power until we start to consider 
the nuances of what it means to be ‘up’. They highlight that for anthropology to persist and 
prosper in Africa, we must not continue to describe and restrict Africa racially and 
geographically and thus urge us to be more malleable and accommodating to the possibilities 
of  anthropological studies about Africa being more than just about race, inequality and 
location. 
 
Mkhwanazi’s (2016) emphasis on the need to look beyond studies that concentrated on tragedy 
in Africa is line with Peters and Wendland (2016) and Nader’s (1972) argument that 
anthropology as a discipline has spent considerable time producing abundant literature on the 
poor and disadvantaged, and that it was time to reinvent anthropology and focus research on 
the colonialists rather than the colonized, and on the culture of those in power in lieu of the 
culture of the powerless.  This will help in developing multidimensional theories and 
descriptions of contemporary social life since  ethnographies about the socially marginalised 
people have become a common theme across anthropological literature that they run the risk 
of becoming a ‘single story’.  
  
“Studying up” Public Health Organizations 
So far in this chapter I have drawn attention to the importance of ‘studying up’. Studying up 
challenges us as anthropologists to focus our ethnographic attention to larger institutions that 
wield power in society. Public health organizations are some of the institutions that wield great 
amounts of power and I argue that renders them as suitable subjects of study. Studying public 
health institutions puts ethnographers in a unique position to explore how people imagine and 
negotiate the relationship between cultural and health purviews, especially in the reproduction, 
organization and dissemination of health knowledge. Studying up has proven to be an effective 
method for understanding how health practices as a whole fit into people’s everyday lives and 
how across the world, health measures get taken up or rejected in a diverse range of cultural 
contexts. Through ‘studying up’ as we have witnessed with Briggs and Briggs’ (2004) work 
that we are able to understand some of the processes through which public health knowledge 
gets created. By turning an ethnographic eye to the practices of public health organizations, we 
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can be able to generate a nuanced picture of what really goes on behind their corridors. For 
public health organisations, being the subject of ethnographic inquiry, places them in a unique 
position to reflect and to self-evaluate. Most importantly, anthropologists have the opportunity 
to make significant theoretical and practical contributions to the larger study of health systems.   
 
This focus on studying up health institutions is not necessarily new. Medical anthropologists 
have directed their ethnographic attention to research on health systems, the politics and policy 
that make up these health systems (Justice, 1986). Some have paid more attention to the culture 
and structure of health campaigns such as the polio eradication and AIDS campaigns (Closser, 
2010; Kenworthy, 2017). Others have made significant contributions to clinically oriented 
work such as Wendland’s on African medical schools (2012). More recent work has shifted 
attention to identifying the relationship between health status and socio-cultural factors that 
include class, ethnicity, race and gender, and how these factors affect one’s health (Chapman 
and Berggren, 2005). A further shift has occurred to revealing “how social networks, access to 
material resources, household and community dynamics have shaped individual health 
behaviours” (Chapman and Berggren, 2005:159).  
 
However, before heeding the call to ‘study up’, medical anthropologists have worked hard to 
try and debunk some of the medical myths created by public health institutions that have shaped 
popular understandings of disease prevalence. For example, public health officials believed 
that in some minority communities in America, the rapid occurrence of diseases was genetic. 
Thus Scheder (1988) examined diabetes among migrant farm workers in America to show that 
the prevalence of the disease was due to the economic and racial stress created by political and 
immigration policies that limit individual coping strategies for mediating response to stress. As 
a result, since individuals cannot control life stressors that perpetuate their health conditions, 
Scheder (1988) recommended that health practitioners should pay attention to social over 
individual interventions since they will have a direct effect to communities as a whole. 
 
Since medical anthropologists have been paying more attention on the intimate lives of risk-
groups, there has been a call to shift the ethnographic lens towards discourses and policies of 
institutions of power such as those of government and NGOs (Kane, 1993). For example, 
Fernandez (1990) studied Spanish medical researchers and public health agencies documenting 
their refusal and failure to take action in alleviating an endemic iodine deficiency. Further 
contributions are exemplified in Paul Farmer’s (1999) work cited in (Chapman and Berggren, 
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2005:159) on the knowledge, aptitudes and practices of “WHO program directors and 
pharmaceutical executives”. Farmer (1999) followed the movement of tuberculosis drugs 
globally in “an attempt to address institutional resistance to appropriate drug-resistant 
tuberculosis treatment”, calling for the investigation of such institutions “rather than the 
decision-making strategies of the poor and sick” since public health professionals are the ones 
responsible for directing the “flow of resources needed for effective treatment of tuberculosis” 
(cited in Chapman & Berggren, 2005:159). Such studies as Farmer’s (1999) weaved into the 
fabric of political ecology the “beliefs and practices of those who control resources and policy 
decisions” (cited in Chapman and Berggren, 2005:159). 
 
Earlier studies (discussed below), however, shifted their attention towards criticizing the 
practises of international health organizations such as the WHO, UNICEF and the Pan 
American Health Organization (PAHO), in their planning and implementation of primary 
health care programs. For example, Donahue (1989) argued that critiquing these health 
agencies opens up avenues to exploring conditions under which these agencies have a positive 
or negative effect on a nation’s effort to improve health among people in need. Donahue (1989) 
further raised important questions such as how do conditions in host countries influence 
international agencies to change their policies to conform to domestic political constraints. 
Recent studies have furthered this kind of inquiry to explore the unintended consequences of 
WHO’s global exports (Funahashi, 2016). For example Funahashi (2016), made an argument 
that health agencies such as WHO deploy their own political and moral reasoning to influence 
governments through interventions framed as humanitarian or a biomedical necessity. 
According to Nguyen (2010) for instance, in situations where there is limited medical supplies, 
such institutions can determine who will receive life-sustaining treatment. 
 
Such work has highlighted a ‘controversial’ area of study where medical anthropologists have 
made arguments about how global health agencies claim to act in the ‘name of good’ through 
medical interventions that stem from the liberal and western lineage of morality (Nguyen, 
2010; Funahashi, 2016). This according to Redfiled (2012) brings into discussion what he calls 
politics beyond politics, a form of antipolitics that can be witnessed in times of biosecurity 
concerns that require global response.  
 
Other health organization focused studies have looked beyond the practices and 
implementation of health programs to focus on the ‘relationship between international trade, 
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investment agreements and global public health’. Russel, Wainwright and Mamudu (2014:256) 
studied “WHO’s Framework Convention on Tobacco Control (FCTC)” which was “one of the 
first international public health treaties to address the global spread of tobacco products”. In 
this ethnographic work, Russel et al (2014:256) urged medical anthropologists to focus their 
ethnographic attention towards these emerging “forms of global public health governance”. 
They argue that this kind of work contributes to the ‘politics of resignation’ a term that Benson 
and Kirsch (2010:460) coined to refer to the ethnographic study on capitalism that pays greater 
attention on the “harm caused by industry and how corporations shape the social management 
of harm”. In this study, Russel et al (2014:257) calls for the better documentation of “the role 
that global health governance and diplomacy can play in opposing the likelihood of 
corporations such as the tobacco industry to cause harm”.    
 
Another key area that has received increased anthropological attention is the practices of 
pharmaceutical companies. This came from the desire to understand the culture of medicine, 
from the research and development to the marketing of medicine (van der Geest, 1996). Thus 
scholars have adopted an approach of creating a life cycle of drugs to understand their social 
lives. Van der Geest (1996:153) argued that “each phase of this life cycle has its own particular 
context, actors and transactions that are characterised by different sets of values and ideas”. 
Thus this grants anthropologists an opportunity to ethnographically study each stage in the life 
cycle. For example, Oldani (2008:326) explored the sales and marketing of prescription drugs, 
one particular stage in the life cycle of pharmaceuticals which he calls the “pharmaceutical gift 
cycle”. Dumit (2012) in Oldani (2014:16), on the other hand has followed in detail how the 
practices of different participants through the “pharmaceutical life-cycle of drug development 
and production” have fashioned types of “medical realities and imaginaries for consumer 
patients and doctors”.  
 
Other studies have delved deep into the space of drug development to draw attention to the 
technicalities of drug and vaccine development as well as the organizational details of various 
institutional collaborations (Petryna, 2008; Svea, 2017; Hendy, 2019). Petryna, Lakoff and 
Kleinman (2006) made a reconnaissance of the testing process and the search for human 
subjects that the industry undertakes to test its medicines. Their work showed how 
pharmaceutical companies can easily acquire testing subjects from population in poor countries 
where there is relatively easy access compared to richer countries. Another study by Healy 
(cited in van der Geest, 2006) pointed to how in order for pharmaceuticals to sell drugs, they 
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first need to sell the disease through exerting influence on the production of scientific literature. 
This allows them to create a market for their newly developed drug. In similar vein, Bode 
(2004) showed how pharmaceutical companies in India ran their business through subjecting 
their products to scientific tests and publishing the results in journals financed by themselves. 
Tan (1999) focused on the construction of power and knowledge through the biased 
information that pharmaceuticals use in the media. Tan (1999) demonstrated how the 
pharmaceutical industries, governments, lay people and health professionals in their different 
social and political contexts shape popular knowledge about medicine. Through such work, the 
pharmaceutical industry has been painted as a shrewd and greedy organization with a sole 
objective of selling their products without taking people’s health into consideration.      
 
In brief, the studies consulted in this section of the chapter have given us a glimpse into the 
world of everyday practices of institutions of power in the public health space through 
exploring their professional structures ethnographically. The authors of these studies have 
placed these professional structures under anthropological scrutiny revealing the intricacies of 
global health governance, contextual elements that underpin public health laws and the role 
and influence of pharmaceuticals companies on the production and distribution of drugs. In 
essence, their main aim was to expose what really goes on inside the corridors of power in an 
attempt to bring what is hidden into light and to make apparent what is ignored, something that 
takes precedence in ‘studying up’. Below I continue with the exploration of global health 
governance through looking at humanitarian work provided by medical Non-Governmental 
Organizations.  I  consult the work of anthropologists who have ‘studied up’ the work of NGOs 
to paint them as sites of power. Also, the studies consulted below view NGOs as playing a vital 
role in promoting discourses of power.  
 
Studying Up Medical Non-Governmental Organizations 
NGOs in general are important institutional actors in our societies and because of this they have 
become subject to anthropological enquiry. NGOs are normally independent organizations that 
operate outside the control of the government. Their work is mostly situated in international 
development and humanitarian action. According to Lewis (2014) the study of NGOs has been 
present in anthropological work long before they were even referred to as such. For example, 
anthropologists have always encountered local organizations of a voluntary nature such as 
missionary groups. However, as anthropologists became increasingly interested with the 
development of societies, it became necessary to study activities of governments and non-state 
81 
 
actors since many governments were already beginning to use their services. Also, the 
prevalence of NGOs across societies meant that they were starting to become a component of 
the larger environment through which anthropologist’s negotiated access to field sites (Lewis, 
2014). In accordance with Nader’s (1972) appeal for anthropologists to ‘study up’, many 
anthropologists developed an interested to study NGOs as sites of power.  
 
As the number of NGOs across the world was reaching high proportions both in presence and 
dominance and thus playing important roles in promoting and subverting discourses of power 
(Mertz and Timmer, 2010), anthropologists started to devise a critical approach to studying 
NGOs although they were mostly focused on development. Using ideas such as 
‘governmentality’, anthropologists and critical thinkers alike started to place NGOs under 
anthropological scrutiny since they suspected that NGOs were privatizing the state. They were 
often referred to as “magic bullets” because they were perceived by many as institutions that 
could do no wrong (Edwards and Hulme, 1997). And so anthropologists began to ask important 
questions that pointed to the kind of work that NGOs are involved in to get a closer look on 
what they were doing on the ground.   
 
As a result, Anthropologists started paying attention to humanitarianism especially in the 
African continent, highlighting that humanitarian work emphasizes the functioning of power 
through cultural, class and political difference (Benton, 2016). Other studies leaned towards 
the effects of ‘Global Health Initiatives (GHI) on NGOs’. For example, Miler (2016:414) 
investigated the consequences of the “Global Fund and the Gates Foundation on NGOs that 
did work on HIV/AIDS prevention and treatment among gay men in China”. In this study, 
Miler (2016:414) makes an argument that such GHIs create and encourage a “climate of 
competition among NGOs” through the funding they provide. Such studies by Benton (2016) 
and Miler (2016), point to how funding bodies are mimicking or replicating government 
structures by how their funding comes with terms and conditions that govern how NGOs do 
their work. For example, exploring two women’s NGOs working in HIV/AIDS prevention, one 
with public funding and the other being sponsored by a private European NGO partner, 
Schuller (2010) explored how donor policies inhibited the goals of these NGOs. As a result, 
Schuller saw NGOs as intermediaries that played the role of connecting contemporary world 
systems. In line with this argument, Lewis (2010) maintained that NGOs as structures, play a 
role of bringing together different sets of actors through brokering relationships with 




Some scholars shifted towards exploring the political forms of NGOs and the manner in which 
they are conduits of power. They started to draw attention to the medical and bureaucratic 
practices in NGOs to find out more about transnational medical governance. For example, 
McKay (2012) in a NGO-supported clinic in Mozambique illustrated how documentation 
practices enact and complicate medical authority. Because of the multiplicity of these medical 
documents, they simultaneously articulate a variety of ethical, bureaucratic and knowledge 
practices that further complicates medical governance. McKay (2012) argued that to make 
sense of these documents meant examining how medicine is documented, managed and 
regulated in the context of nongovernmental intervention. In the same breath, Mol (2002) has 
explored this key area of ‘medical governance’, particularly the part that medical NGOs play 
in governmental practice. Other studies have gone as far as demonstrating how interventions 
from medical NGOs have weakened state’s ability to control public services such as medicine 
(Page, 2008). Additionally, Nguyen’s (2010) has shown how humanitarian interventions 
provided by NGOs produce forms of sovereignty while Mckay (2012) pays attention to the 
material practices of NGOs that form part of everyday medical governance.          
 
Such studies have grounded their ethnographic attention to the material practices of global 
medical governances to demonstrate the ways in which political arrangements are acted out 
through ordinary bureaucratic forms. The underlying goal of these studies is to draw attention 
to the importance of focusing on the material and bureaucratic forms of government in order 
to comprehend the everyday functioning of entities such as NGOs. For example, Berg and 
Bowker’s (1997) work on the materiality of medical records has shown how these records enact 
various bodies of knowledge and body politic in a manner that opens up what they call 
organisational multiplicity. Similarly, McKay (2012) has reiterated this stance of directing 
ethnographic attention towards the material and social lives of medical documents because they 
can give us a lens through which we can get a glimpse into the politics of medical and 
regulatory practices across institutions power. Essentially, some of these anthropologists were 
writing from a Foucauldian mode as they were trying to deconstruct how power both operates 
and proliferates. 
 
In short, the study of medical NGOs has drawn attention to the provision of public health and 
biomedical services in times of emergency known as medical humanitarianism which has 
recently occupied an important area of medical anthropological investigation. Studying 
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medical NGOs has provided anthropologist with a lens for exploring and examining 
humanitarian assistance and global health governance as important domains for ethnographic 
enquiry. The intimacy that surrounds the work of medical NGOs and their complex operations 
points to the impact and moral authority carried out by NGOs.  
 
Conclusion 
Anthropologically, I have shown in this chapter that studying up entails studying under-
researched groups often constituted by  various professionals and institutions that affect 
everyday lives of the often over-researched ‘poor’ (Nader, 1972). Studying up makes clear the 
inherent connection between individual groups within society, and further dovetails groups and 
individuals to larger processes of change (Nader, 1972). By studying up, we can thus explore 
how, for example, the policies and scientific knowledge of larger institutions within the public 
health space fit into the everyday lives of people (Nader, 1972). Anthropologists with special 
interest in public health have worked hard to prove the importance of studying up larger 
institutions that wield great amounts of power in society. Through the use of ethnography, they 
were able to provide thick descriptive and conceptualised understandings of the kind of work 
these institutions do.  
 
The studies reviewed in this chapter have demonstrated how institutions of power, including 
anthropology are involved in power dynamics that systematically privilege certain individuals 
while rendering others as suspects. To understand these power dynamics, we need to critically 
‘study up’ with the intent of considering the nuances of what it means to be ‘up’, and how these 
nuances have been historically moulded and understood within the changing anthropological 
viewpoints of revealed by ethnographic work.   
 
While global public health structures such as WHO and other influential institutions across 
the globe have received various anthropological attention, there still remains a significant gap 
in studying up South African health institutions like the NICD. Considering the diversity of 
research projects that institutions like the NICD can offer medical anthropologists, it is 
troubling that there is still no anthropological study about the NICD which is one of the most 
influential institutions in South Africa. Studies reviewed in this chapter have provided us with 
a blueprint of how anthropologist can conduct research in such settings. Thus it is up to us to 























This chapter introduces the NICD through the exploration of its history. I will provide a 
backdrop to the NICD as an institution. By beginning with a description of the institution rather 
than the more conventional start with people in place, I want to draw attention to the kind of 
work that the NICD does as an institution. I argue that the history of the NICD legitimizes and 
strengthens the authority of the NICD as detectives of public health. The Institutions’ 
contemporary focus on eliminating communicable diseases draws heavily on the celebrated 
achievement of being a product of one the first public health institutions in the world to 
administer the polio vaccine and eliminating polio in that process.  
Using meetings that I observed at the NICD as a starting point, I use them as a cultural lens 
into the worldviews of public health professionals at the NICD. This approach is line with 
Mauksch’s (2020) argument that meetings symbolizes the cultural ethos of the participants in 
that they bring into the fore the underlying principles of social ordering. Thus, through bringing 
85 
 
to the surface the cultural ethos of public health professionals at the NICD I reveal how their 
conceptualisation of reality shapes their understanding of ‘knowledge’ which hinders 
communication with non-scientific communities. I link this communication barrier with the 
assumption (taken from the excerpt in chapter one) that vaccine hesitant individuals are 
misinformed, by arguing that  differences in belief systems between public health professionals 
and vaccine hesitant individuals produce different modes of communication. 
 
Introducing the NICD 
The roots of the National Institute for Communicable Diseases (NICD) can be traced back to 
different periods of South African history, from pre-war years, apartheid dispossession, to the 
post-apartheid period. These periods, in the context of public health in South Africa were 
characterised by a series of events which prompted the desperate need for the control and study 
of certain communicable diseases such as polio. However, for the study and control of such 
diseases to be possible, specific facilities with the appropriate technologies were required. The 
polio outbreak in South Africa, which may rightly be described as a catastrophe due to the 
damage and suffering it caused, is intimately linked with the history of several institutions that 
provided these kinds of facilities, more specifically the NICD. Thus, the history of the NICD 
was forged by the outbreaks of polio which shaped the work of creating categories to explain 
diseases and health-seeking behaviours that the NICD does. 
It is important to stress that during these above mentioned periods (1940s), the NICD was still 
under a different name, the Poliomyelitis Research Foundation (PRF). This was a time when 
the polio vaccine was surrounded by safety fears as a result of eminent members of the medical 
profession alongside the editor of a South African medical journal called Medical Proceeding 
who were questioning the efficacy of the polio vaccine. Since the PRF was in charge of 
developing the polio vaccine, such pronouncements on the efficacy of the vaccine meant that 
the PRF was doing something wrong in its activities of developing the vaccine. As a response 
to this, the South African government, which at the time, was still referred its colonial name 
‘the Union of South Africa’ pulled back its support fearing that the vaccine might be 
contributing to the spread of polio. As a consequence, the PRF could not continue its research 
up until it managed to raise substantial funds under the Directorship of18 Professor James Gear. 
                                                          
18 Professor James Gear was a distinguished scientist with over 200 scientific publications on infectious diseases. 
See: https://www.prf.ac.za/home/achievements/james-gear-awardees/  
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Under his leadership, just after the successful polio trials in the United States of America, the 
PRF placed South Africa as one of the first countries worldwide to administer the vaccine. 
In 1976, the PRF was purchased by the National Department of Health as a result of its 
substantial growth. As a result of this purchase, the National Institute of Virology (NIV) was 
born which was later called the NICD in 2001. The NICD was further divided into nine centres 
for disease surveillance and control, with each centre having its own objectives and functions. 
All centres contribute to the training of medical professionals such as epidemiologists, public 
health workers, nurses, medical registrars, medical technologists and medical scientists.   
 
Figure 1 An aerial photograph of the NICD from Google Maps 
 
In the process of my research, I spent most of my time at the Emergency Operation Centre 
(EOC) situated inside the old PRF building. The EOC is part of the Public Health Surveillance 
and Response Division (PHSRD) which functions as a facilitator through facilitating the 
communication between the NICD and national and provincial departments of health. 
Essentially it detects events involving the emergence or spread of disease and reports all the 
available information to the respective departments of health and sometimes engages in 
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collaborative activities in response to such events. In 2014, while the Ebola Outbreak was at 
its height, the NICD saw the need to develop a centre where the coordination of response 
activities to public health emergencies such as the Ebola outbreak would be possible. This is 
when the EOC was first established to develop a more resilient health system. In 2017 during 
the listeroisis outbreak in South Africa, the EOC was put to the test where it showed its abilities 
to respond to health emergencies effectively. The EOC was also congratulated by WHO for 
ending what they call ‘the largest listeroisis outbreak’19.  To signal how the EOC was proud of 
this achievement, the glass walls inside the EOC were decorated with a certificate which 
applauded their work. 
In addition to the EOC within the PHSRD, exists the Outbreak Response Unit (ORU)20 which 
is a task force of disease detectives which is deployed on the event of an outbreak. In essence 
the ORU facilitates outbreak response activities which I will discuss in the substantive 
fieldwork chapters to follow. However, in general the ORU ensures that there are systems of 
screening suspected cases for laboratory testing to be possible. This is done to detect potential 
health threats in individuals who don’t show symptoms. The purpose of this approach is to 
detect diseases early for a more effective treatment. The ORU was first established in 2004 by 
an internationally renowned virologist Professor and former executive director of the NICD 
Barry David Schoub in response to an outbreak of severe acute respiratory syndrome (SARS) 
which occurred in 2003 (Blumberg et al, 2011). The SARS outbreak created the need for a 
specialised unit that would be able to detect outbreaks early, as well as to provide technical 
support to various public health stakeholders. Additionally, the ORU provides in-service 
training to public health students and other various public health professionals. 
The Epidemiology and Surveillance unit, also part of the PHSRD, houses epidemiologists who 
support provincial departments of health across the nine South African provinces. At the time 
of this writing, the NICD has an epidemiologist posted at five provincial departments of health 
in KwaZulu-Natal, Eastern Cape, Free State, North West and Mpumalanga. However, the 
NICD still looks to fill in vacant positions in other provinces. During our weekly meetings at 
the EOC, these epidemiologists were included on meetings via a conference call where they 
would give an update on outbreak events occurring in their respective provinces. At the 
                                                          
19 See: https://www.afro.who.int/news/who-congratulates-south-africa-end-worlds-largest-listeriosis-outbreak  
20 The ORU functions within the EOC. 
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PHSRD’s year-end function I had the opportunity to meet and interact with some of these 
epidemiologists.  
Other centres include the Centre for Emerging Zoonotic and Parasitic Diseases (CEZPD) which 
specialises on laboratory work. The centre provides diagnosis and research for diseases that are 
caused by bacteria, fungi or parasites and are generally passed from animals to humans (NICD, 
2019). The Centre for HIV and Sexually Transmitted Infections is made up of four sections, 
the HIV virology, cell biology, HIV surveillance monitoring and evaluation, and sexually 
transmitted infections surveillance. All these sections function to provide surveillance and 
research outputs on HIV and sexually transmitted infections (NICD, 2019). During my 
fieldwork, I had the opportunity to attend their annual World Aids day conferences hosted at 
the PRF building. Various key note speakers spoke on the progress of HIV/AIDS research in 
South Africa and across the world. The conference was mostly dedicated towards discussing 
the HIV/AIDS home testing kit, touching more so on its efficacy. We were later given these 
testing kits to test ourselves in the comfort of our homes. While administering the testing kits, 
our personal details and contact numbers were taken to later confirm with us our results. Such 
tools represent new ways of giving people autonomous choices in assuming a proactive role of 
maintaining their health in the name of ‘self-governance’. This is something that has been at 
the forefront of resistance movements against the hegemony of biomedicine where citizens 
were fighting for autonomy. 
The Centre for Respiratory Diseases and Meningitis (CRDM), while it provides surveillance, 
diagnosis through laboratory work, and research on respiratory communicable diseases,  plays 
a vital role in the planning of public health policies and response activities to the outbreaks of 
respiratory diseases (NICD, 2019). On World Pneumonia Day, 12 November 2018, CRDM 
hosted a fun-walk where all centres (including non-scientists staff) were invited to participate. 
The purpose of this fun-walk was to create awareness on pneumonia which the CRDM deemed 
to be the second most prevalent killer of children under the age of five. These activities, 
including conferences like the one mentioned earlier created a space where health knowledge 
is shared amongst staff in a more fun and interactive manner. Such activities are snapshots of 
the social process of knowledge sharing representing creative and generative moments 
(Kapferer, 2015).  
The Centre for Vaccines and Immunology (CVI) is more of a laboratory that is equipped for 
the receiving and testing of samples of communicable diseases such as measles and rubella 
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from countries such as South Africa, Malawi, Zimbabwe, Lesotho, Madagascar, Swaziland, 
Mozambique and Zambia (NICD, 2019). This centre was first established in 2012 where it also 
became a regional reference laboratory for WHO (NICD, 2019). Certain laboratories in other 
countries are unable to perform certain methods and procedures to complete a laboratory 
analysis, in this instance samples are referred to another laboratory that can complete the 
analysis, this where are reference laboratory such as CVI normally comes in. Also, certain 
standards of medical practice may require the testing of samples to be completed in another 
laboratory.         
Like CVI, the Centre for Healthcare-Associated Infections, Antimicrobial Resistance and 
Mycoses (CHARM), functions as a reference laboratory in addition to being a WHO 
collaborative centre for Antimicrobial Resistance (NICD). In general, WHO has access to 
centres such as CHARM to supplement its planned strategic objectives from a regional and 
global level for the purpose of validating scientifically its global health work21. Antimicrobial 
resistance refers to when organisms such as fungi, bacteria and virus evolve to a point where 
they no longer respond to medicine. As a result, treating them becomes a difficult process. So 
the NICD together with the Department of Health (DoH) have positioned antimicrobial 
resistance as their main focus area (NICD, 2019). Additionally, the Centre for Tuberculosis 
(CTB) operates as a reference laboratory through conducting laboratory-based public health 
surveillance (NICD, 2019).  
In this section of the chapter I have shown how the history of the PRF, particularly its fight 
against polio, created the need for a more specialised public health surveillance systems and 
expertise to prevent future outbreaks of communicable diseases such as polio.  The NICD was 
created for this intended purpose. In essence, the PRF’s successful fight against polio plays a 
pivotal role in legitimising the public health work that the NICD does today. The memories 
associated with this achievement are well documented in the annals of the NICD/PRF history 
and frequently articulated in the historical documents of the NICD. One would argue that the 
purpose of this history is to remind the South African public that the ‘founding fathers’ of the 
NICD liberated South Africa from the scourge of polio, and that the NICD together with its 
partners, remain to be the sole defenders of South African public health interest in the continued 
fight against communicable diseases.  Their history has afforded them with the ‘appropriate’/ 
‘scientific’ knowledge on how to fight illnesses and diseases with the use of well-developed 
                                                          




biomedical technologies (such as, for example, vaccines). Most importantly, the NICD/PRF’s 
history bolsters the institution’s authority as a protector of public health. 
     
Settling “In the field” for the first time  
I arrived to a weekly unit meeting with the outbreak response team consisting of a Provincial 
Epidemiology Team (PET) that included one senior epidemiologist based at the NICD and nine 
provincial field epidemiologists based in each of the nine Provincial Department of Health 
offices who were attending the meeting via a conference call. Also present in the meeting were 
public health professionals from the other centres within the NICD. It was notable that 
everyone had a notebook at hand that they appeared to jot down their notes on. The chair of 
the meeting continued, 
 “… ohk everyone, I see that we have new faces joining us today. Can we start off by 
a round of introductions? Just state your name and the centre you represent.” 
Everyone follows this brief by the chair and introduced themselves. I introduced myself as 
student from the University of Johannesburg conducting research on vaccine hesitancy through 
studying public health professionals. The chair explained what was on the agenda and kept the 
meeting open for everyone to voice out their opinions as an option made open. First on the 
agenda was a health map review of different outbreaks across the continent. As can be seen 
from the excerpt below from the public health professional who was in charge of providing this 
review:  
“Cholera outbreak: official reports state that it is under control. Situational report as 
at 28 September indicates that 15 residential areas are affected, 6643 cases reported 
with 48 deaths (1% fatality rate) which suggest it is under control. Only 98 cases have 
been confirmed.” 
“Plague: Number of reported plague cases increasing. This is expected as it is the 
season. Currently 8 areas affected, 2 additional deaths reported. Bubonic and 
pneumonic plague cases reported, however more detail on specific numbers to 
follow” 
 
In this context, meetings represented windows into the worldviews and values of my 
interlocutors, the micro representation of the NICD. This assumption is in line with Mauksch’s 
(2020) ‘events’ such as meetings bring to the fore a social system that is hidden in the activities 
of a particular society, which embody the essence of a culture and how they view reality. As 
such, Handelman (1998) argues that in the mundane order of meetings lie in it certain cultural 
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codes of the community or individuals participating. In this instance, numbers and statistics are 
a tool that public health professionals use to conceptualise the ‘reality’ of things as well as to 
reduce and turn them into measurable and comparable objects. Thus numbers and statistics are 
used to reduce the reality of health trends into measurable and comparable objects which based 
on the value of the associated number can be accepted as providing a ‘true’ view (or 
institutional fact/shared beliefs) of the state of health around the world. Most importantly these 
numbers represent, in context, the shared beliefs (institutional facts) of scientist/public health 
professionals enacted through language and collective representation (Searle, 1995).  
Such semantics, may explain why there exist different conceptualisations of ‘knowledge’ and 
‘belief’ within the sciences and medical spaces. The reason why ‘belief’ (alternative to 
knowledge) may not be considered as a scientific fact could be attributed to the assumption 
that ‘belief’ implies that there exists a different conceptual scheme (language) that may 
challenge the universality and validity of institutional facts. Secondly, since vaccine hesitant 
individuals are deemed by public health professionals at the NICD as being misinformed due 
misinterpreting scientific information, it is because of the existence of different conceptual 
schemes that make inter-translatability of scientific information difficult. Based on this 
analysis, vaccine hesitancy may represent the lack of inter-translatability of information 
between two different communities. 
Next on the agenda was a discussion on the state of current outbreaks investigations from all 
nine provinces. This was done to facilitate communication between the NICD and the 
provincial departments of health (as mentioned earlier in the chapter) in order share available 
information and the way forward in responding to these particular outbreaks.     
Each provincial epidemiologist shared their reports. I provide below a conversation between 
“the chair” and “Provincial epidemiologist” that illustrates the forms that the reporting took, 
Chair: “So where are we with the pertussis outbreak in EVO22?”  
Provincial Epidemiologist one: “There is now a total of twenty nine cases, two new 
cases not linked to the school, one of the cases travelled to [Mshiyane] and two of 
their contacts tested positive. Prophylaxis has been provided to the other contacts in 
Evo.” 
Chair: “Any other cases in the area?” 
                                                          
22 I do not provide the real names of the actual locations due to the sensitivity of the information.  
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Provincial epidemiologist one: “uhm there is an outbreak of chicken pox in a school 
in Moet. However, no public health response is required for chicken pox except in 
hospital settings.” 
Chair: “Alright thank you. What’s happening in [Zemu]?” 
Provincial epidemiologist two: “Morning everyone. We have a suspected measles 
outbreak. Eight cases tested positive for Rubella and three cases tested negative for 
Rubella and Measles. The district CDC23 had already carried out a measles 
vaccination campaign. There was also a reported AFP24 case in [Mzitho] hospital. 
[A] ten month old child [was] recently vaccinated [and] presented with polio-like 
condition (paralysis). [The] stool [was] confirmed [to be the] polio virus. Likely a 
vaccine adverse event25. We are still awaiting sequencing results to confirm vaccine 
vs wild type polio as this will influence public health response” 
It is in this particular moment that I hoped something about vaccine hesitancy would be 
conveyed to us, but to my disappoint this was not the case. This event represented a rare but 
serious case of a vaccine side effect, a topic that has sparked numerous debates about the safety 
and efficacy of vaccines. With the already growing distrust in vaccines, this created panic and 
uncertainty amongst public health professionals present because such an event could further 
place a crack on the fractured trust on vaccines. I say this because of the lack of inter-
translatability of information between the scientific communities and lay communities. Since 
the nature of side effects is often misunderstood by lay communities, rumours and myths of the 
safety of vaccines often feed off on such rare cases. Nonetheless, I think the panic that ensued 
from this report, implicitly reflected the above assumption because of the activities that 
followed (I explore these activities more on the following chapter, chapter six)     
What eventually caught my probing eye, however, were the big screens mounted on the 
surrounding walls of the EOC. These screens displayed specific information gathered on the 
micro-blogging social media site, Twitter, about current outbreaks, vaccination programs, 
travelling safe, messages from the department of health,  and the WHO just to name a few. One 
of the tweets from NICD twitter account read,  
“‘#SafeTravel #TipTuesday getting vaccinated will help keep you safe and healthy 
while you are travelling. It will also help make sure that you don’t bring back any 
diseases into the country”. 
                                                          
23 Centre for Disease and Control. 
24 Acute Flaccid Paralysis. 
25 A vaccine adverse event occurs when a recipient of a particular vaccine experiences certain side effects. 
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Having being intrigued by these computer screens, I then went to ask one of the EOC staff 
members about the importance of these screens mounted on the wall. Wreathed in smiles, he 
strolled towards the screens and started sharing with me the use of these screens and said,  
“These screens have been programmed to track the outbreak of diseases using 
Twitter. We have a database of tweets, which get updated regularly, that indicate talks 
of illnesses in and around the world. For example, if several people tweet about 
experiencing abdominal pains or urgency to go the toilet, we can then assume that 
there might be a diarrhoea outbreak within the area. To confirm this, we call the 
region’s department of health to see whether they have received any case of 
diarrhoea, if not they will send public health professionals to investigate the area. So 
in a nutshell, these kind of tweets help us to predict and monitor how illnesses are 
moving across countries.”  
Thus, disease surveillance and detection at the NICD has adapted to the Fourth Industrial 
Revolution (4IR) through employing social media platforms such as Twitter as a trusted source 
of information. The framework behind the innovative digital surveillance of disease such as 
the one mentioned above is to automatically detect disease trends and outbreaks through 
navigating heaps of Twitter posts to locate alerting health news while filtering irrelevant ones 
(Yousefingaghani et al, 2019). According to Yousefingaghani (2019) study, information can 
be shared through social media platforms quicker than in traditional systems because of the 
rapid communications that occur on social media.  This can assist in the timely reactions by 
public health professionals.  In practice, this is Twitter surveillance works, 
“… We collect all tweets with latitude and longitude within the continental United States. These 
are then filtered with a set of phrases which are designed to retain tweets that might be related 
to some disease, sickness, or other health event. These phrases are symptoms (fever, headache, 
feel sick, etc.), disease or pathogen names (flu, a cold, salmonella) and remedies (cold meds, 
ibuprofen, Nyquil). A random forest, trained on 13K hand tagged tweets, is then applied to the 
matching tweets to classify them as about “personal health” (class 1) or not (class 0). Finally, 
we count the number of class 1 users within a county per day, and compare this to the past using 
a sliding window z-score approach26. Any county/day pair with an unusual count (over 3 
standard deviations) is flagged as an event and is then assessed by the analyst as to its nature 
and importance” (Marchete and Hohman, 2015:1). 
  
Although this may sound complex because of the scientific methods used here, the idea is clear-
cut. A set of classification algorithms which form a big part of machine learning are employed 
to make sure that the operating system picks up relevant information only. As such, social 
media has made public health surveillance of disease outbreaks easier and efficient. 
                                                          





I have described the NICD in some detail above for two reasons. As the focus of my study, it 
was my entry point to observing various public health professionals. This is because, as far as 
I could ascertain, there has been relatively few studies that focuses on the operationalization of 
how public health institutions make use of vaccine hesitancy in their work from an 
anthropological perspective. There is little emphasis on the perspective of Public health 
professionals in existing anthropological literature as most studies focus on anti-vaccination 
individuals’ responses to vaccination. In this chapter, I further explored the history of the NICD 
through arguing that it acts as a legitimizing tool for the kind of work it does as well as to 
reinforce its authority in safeguarding the health of the public. 
Additionally, I have observed meetings at the NICD as providing a lens into the worldviews of 
public health professionals. Most importantly, my analysis of meetings revealed to a certain 
extent the relationship between society and its practices “where the analysis of the former 
revealed deeper workings of the latter” (Mauksch, 2020:360).  Through my analysis of 
meetings at the NICD revealed how the worldviews of public health professionals produces a 
particular conceptualisation of ‘knowledge’ that makes the inter-translatability of information 
between scientific and non-scientific communities difficult. It is more problematic when public 
health professionals instil health education using scientific concepts characteristic to their 
conceptual schemes into another community that employs a different conceptual scheme and 
assume that inter-translatability of information was achieved. This is where the  differences in 
belief systems between public health professional and vaccine hesitant individuals is grounded. 
Indeed, as Joseph Heath (2014) argues, “There are many different languages in the world, 







Part III of the dissertation is made up of two chapters that focus on a vaccine-adverse event 
that the NICD was responding to at the time of my fieldwork. The exact names of the hospitals 
and the affected area through which this outbreak activity occurred were given fake names due 
to the sensitivity of information. 
Chapter six acts as a starting point to introducing the initial activities to responding to the 
vaccine-adverse event. Through an exploration of the public health activities related to the 
vaccine-adverse event, I bring attention to knowledge production through charting the life-
course of information through different activities. I argue that through this journey, this 
information takes up new meanings and contexts that reflect the institutional facts (shared 
beliefs). I posit that the vaccine-adverse event endangered the legitimacy of the NICD. 
Chapter seven builds on chapter six through describing further the public health outbreak 
response activities. This chapter, however, focus on another dimension of knowledge 
production. It mostly focuses the control and dissemination of information through institutional 
structures at the public health agency. 
Ultimately both chapters shed light on the production of information through offering through 

















It is a Friday afternoon, October 19, 2018 and I am sitting on a comfortable sky blue couch 
outside the Emergency Outbreak Centre (EOC) at the NICD. I am trying to indulge in my non-
appetising sandwich that I had made for myself earlier in the morning. Dr January, a warm and 
down to earth medical scientist, approaches me and informs me that there is an urgent meeting 
downstairs in one of the Poliomyelitis Research Foundation (PRF) seminar rooms at 14:00 pm. 
She suggests that I should avail myself to attend. She says,“Hi, Lehlohonolo there is an urgent 
meeting downstairs at 2pm, you should come and join us”. Exultant to the prospects of what 
this meeting could be about, it didn’t even cross my mind to even inquire about the minuscule 
details of the meeting. I agreed without hesitation to attend27.  
It is 14:00 pm and everyone at the EOC is rushing down to the PRF seminar room. I grab my 
notebook and pen, and follow them down to the seminar room. On arrival, most of the attendees 
are already seated. The chairs are arranged in hallow squares with all the attendees facing the 
centre of the room. However, some of the chairs were positioned in the middle of the room 
facing upfront. Those who were familiar with one another were already forming conversations. 
The room was humming with noise and activity as some were still getting seated and some 
speaking on their phones. As soon as there was order in the room, and everyone else was paying 
attention, Dr Whick took to the stand and explained what this urgent meeting was about. 
“ohk! Welcome everybody! Uhm, we have a very sensitive case on our hands. A ten-
month-old male child from [Kasi], south of [Zethu] presented with an Acute Flaccid 
Paralysis (AFP) on his left limb28. This paralyses in his leg was noticed at [Mzitho 
hospital] on the 11th of October 2018. The doctor and nurses that were attending to 
him have told us that both the mother and child tested negative for HIV and that the 
child received all the antigens at six weeks (the OPV, Rotarix, PCV and Hexaxim), 
ten weeks (Hexaxim), fourteen weeks (Hexaxim, Rotarix and PCV) and six months 
(measles). Three stool samples were collected from the child and were sent to our labs 
here at the NICD in an attempt to isolate the suspected polio virus. However, further 
analysis was done and the results indicated that the polio virus isolated is vaccine 
                                                          
27 There are moments during fieldwork that seemed dull with nothing interesting happening, so it was always 
encouraging to be invited to anything as it provided the opportunity to discover more things.  
28 It was also discovered that the infected child immunodeficiency which made it possible for the child to get a 
vaccine derived polio virus since his immune system was compromised. The cause of immunodeficiency in this 
child was due to undernutrition. 
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associated which is classified as Sabin type. Now at this moment it is not really clear 
whether it is an outbreak or event. [Dr Ronaldo] here from CVI will explain to us in 
detail what the difference between an event and outbreak is and how to handle this 
case. We have to come up with proper ways of addressing this issue without creating 
a major scare in the public. But before we can proceed I would like each and every 
one of us to introduce themselves stating briefly the work that they do and the 
institution that they represent, thank you”. 
Everyone briefly introduced themselves. In the room, we had nurses and medical doctors from 
the Mzitho hospital, epidemiologists, laboratory scientists and doctors from the NICD, 
epidemiologists and doctors from City of Johannesburg Municipality (COJ), and 
representatives from the Department of Health (DoH) and World Health Organization (WHO). 
Dr Ronaldo was called to the front to explain the case. She began with a PowerPoint 
presentation explaining the details of the case,  
“What we have here today is a case of VDPV29, a vaccine derived polio virus,  
poliovirus isolates detected in persons can fall into three major categories which is the 
wild virus, Sabin and Sabin-like, and vaccine-derived. So detection of a poliovirus 
isolate may constitute an emergency, which can be categorized as an event or an 
outbreak, of course depending on the characteristics of the isolate and the context in 
which it appears. A Sabin and Sabin-like is the live attenuated poliovirus in oral polio 
vaccine which are commonly detected following vaccination with the Oral Polio 
Vaccine. Now in under-immunized populations, if Sabin-like viruses continue to be 
transmitted from person to person may diverge genetically and in rare instances 
become a VDPV, which may evolve to regain the ability to cause paralysis.” 
Dr Ronaldo continued with her thought-provoking presentation and shared that, 
“There are three categories in which VDPVs can be classified into. Firstly, there is a 
circulating vaccine derived poliovirus (cVDPV) which demonstrates a person to 
person transmission within the community. Secondly, there is Immunodeficiency-
related vaccine derived poliovirus, which in most cases is isolated from persons with 
evidence of primary immunodeficiency. Such people, in rare cases, excrete genetically 
diverged vaccine virus after receiving OPV. Now in cases where we cannot classify 
whether the isolate is a cVDPV or iVDPV the strain is classified as an Ambiguous 
vaccine-derived poliovirus (aVDPV)”. 
The presentation continued to highlight the difference between an ‘event’ and an ‘outbreak’. 
Dr Ronaldo highlighted that for a case to be classified as an event, there needs to be no evidence 
                                                          
29 VDPv is an acronym that stands for Vaccine Derived Polio virus, a rare strain of poliovirus that has genetically 
mutated from the strain contained in the oral polio vaccine. An Oral Polio Vaccine (OPV) is a vaccine that contains 
a weakened version of the polio virus. Upon vaccination, the weakened vaccine virus replicates in the intestines 
and enters into the bloodstream in an attempt to create a protective immune response in the body. However, when 
the child receiving the vaccine has a weak immune system due to conditions such as immunodeficiency which 
make the immune system unable to fight infectious diseases, the virus will alter genetically during replication 
creating the actual polio virus. According to the Global Polio Eradication Initiative, which works hand in hand 
with the NICD via the World Health Organization, only about one hundred and eleven cases have been 
documented worldwide since 1962 (http://polioeradication.org/). 
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that indicate the likelihood of a disease transmission. For example, according to the Standard 
Operating Procedure (SOP), a detection of a VDPV in a single case of AFP30 or asymptomatic 
person who has been in contact with the symptomatic individual, with no “evidence of further 
community level circulation” can be classified as an event31. However, if Wild poliovirus 
(WPV)32 or cVDPV is detected in an individual “outside endemic areas and without 
documented exposure to WPV in a laboratory or vaccine production facility”, then the case 
will be treated as an outbreak since there is evidence that suggest that the virus has circulated 
persistently in the community (GPEI, 2019:10). Additionally, if two or more separate 
environmental samples such as sewage and water samples from the affected area that test 
positive for WPV with information from laboratory testing techniques such as genetic 
sequencing indicating sustained local transmission, indicate an outbreak. Since there was no 
sign of transmission in the case presented, the case was classified as an event till further 
investigation is completed. 
The above activities represent the initial stages of outbreaks investigations at the NICD. In the 
previous chapter, public health professionals present in the meeting (held at the EOC) were 
still waiting for confirmation on whether they were going to deal with a vaccine adverse event 
or not. However as soon as confirmation was received an urgent meeting that I described above 
ensued. This meeting was characterised by a lot of uncertainty and panic as there was a 
possibility of a large scale polio outbreak. Not only was this vaccine-adverse going to fracture 
the already fragile trust in vaccines, this event threatened to disregard the celebrated 
achievements of the forefathers of the NICD’s win against the scourge of polio. The NICD’s 
legitimising tool was at risk of being disregarded, something that they have worked hard to 
defend. It is important to note that history of the NICD preserves the memory of their 
forefathers to ensure their ideologies are transmitted to future generations. Thus, it was both at 
the interest of the NICD and the health of the public that this event was dealt with swiftly.  
Below I continue to unpack what transpired as a result of this meeting. It is important to note 
that this chapter act as prelude to the following chapter (chapter seven). I use this chapter to 
                                                          
30 AFP is an acronym that stands for Acute Flaccid Paralysis which is defined as a clinical syndrome which is 
characterized by weakness or paralysis in any part of the body in children less than 15 years of age. Acute Flaccid 
Paralysis has multiple causes one of them being Vaccine Derived Polio virus. Common symptoms may include 
muscles atrophy (where an arm or leg appears to be smaller than the other arm or leg) and fever onset 
(http://www.nicd.ac.za).   
31 The SOP can be accessed online on the Global Polio Eradication Initiative website 
(https://polioeradication.org/) 
32 WPV stands for Wild Polio Virus is a type of poliovirus that represents an importation or an ongoing 
transmission in endemic countries which has circulated persistently.    
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provide an ethnographic context of the production of knowledge in times of crises at a public 
health organisation that I grapple with in the following chapter.   
 
‘Knowledge’ in crises 
 
A vaccine adverse event threatened the validity of ‘knowledge’/ a scientific fact based 
on universal ‘truths’. Anti-vaccination sentiments have always stemmed from the 
alleged side effects of vaccines. With the arrival of such event, with the likelihood of 
it being misinterpreted, this ‘knowledge’ was in a ‘crises’. 
    
The vaccine derived polio virus event provided me with a seldom-granted opportunity, a space 
to sit down and rethink my fieldwork experiences during the somewhat manic period. It 
afforded me with the opportunity to think about the ways in which “crises” affects knowledge 
production, and the ways in which the “crises” creates a sphere of uncertainty and the 
production of knowledge. There is no doubt that outbreak/event investigations create a way to 
facilitate a timely and effective response to interrupt the transmission of communicable 
diseases in non-endemic areas. However, NICD staff including individual stakeholders play an 
important role in ensuring that before any field investigation can convene, the public is 
informed in a manner that will not create scares and subsequent lack of confidence in vaccines. 
The public is informed in an approach that preserves the continued trust in vaccines. The 
message that is relayed to the public is structured in a way that avoids creating public confusion 
and uncertainty towards vaccine/s. The truth concerning the outbreak/event is slightly bent to 
change or leave out certain facts of an outbreak/event, generally in order to elicit a specific 
response in the public. Therefore, the truth is bent just enough to make the public at ease about 
a specific case. This act depicts very well how and why control over information is so vital to 
controlling epidemics and outbreaks of diseases. All of this will be made apparent in the 
following chapter, chapter seven.  
During these investigations, what is at the forefront of public health professionals’ minds is 
how they will carry out investigations without creating scares in the communities. How will 
they extract information from the community without notifying them about what is really going 
on? At the height of anti-vaccination sentiments, it is important for public health professionals 
that such information is contained as much as possible to try and safeguard the little bit of trust 
that is still ‘uncontaminated’. 
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Later, after Dr Ronaldo’s presentation about the VDPV case, Dr Whick proposed that since the 
NICD had previously been involved with a similar case in Motown, that we should follow the 
same steps that were implemented. The identical field-team structure that was used in Motown 
was adopted and field teams were formulated using this structure. At the top of this field-team 
structure lies the field team co-ordinator who co-ordinates the various teams involved. Below 
the field team co-ordinator lays the data co-ordinator who is responsible for the collection of 
data from all the sub-field teams. The field teams are divided into four categories: the 
community engagement team, case and contact investigation team (clinical review team and 
field investigating teams), population immunity team and the enhanced active surveillance 
team (hospital review teams). 
The duties of the community engagement team are to perform a community outreach by 
engaging local leaders in the community by alerting them and creating awareness about the 
AFP case. Additionally, the community outreach unit is tasked to inform the community about 
the importance of reporting paralysis as soon as possible upon detection. The case and contact 
team’s role is to conduct a “detailed clinical and neurological examination”(GPEI, 2019:13). 
They begin by collecting the infected child’s detailed clinical and neurological examination. 
They collect the child’s detailed history of treatment, injections and vaccinations. Information 
such as the family’s clinical history is gathered. For example, the team will check for any signs 
or symptoms of primary immunodeficiency in the family. In addition, the travel history, 
community context, and distance to health facilities will be on the team’s ‘to do list’. Stool 
samples from anyone who has had contact with child will be collected, as well as stool samples 
from twenty asymptomatic children under five years of age chosen randomly from the same 
community to check if there is an ongoing community circulation of the virus. 
The population and immunity team’s primary responsibility is to review the immunity coverage 
of the surrounding area where the infected child resides through reviewing the Road to Health 
Booklet (RtHB). The enhanced active surveillance team’s task is to conduct “retrospective case 
search in health facilities and document findings” (GPEI, 2019:16) These include sixty days of 
record reviews for unreported AFP cases as well as assessing clinicians on their “knowledge 
of AFP surveillance and polio immunization performance and capabilities” (GPEI, 2019:16). 
Knowledge production in such instances (concerning Polio), begins at a clinic or hospital. 
There are medical symptoms that are categorised as Notifiable Medical Conditions (NMC) and 
these being medical conditions that are of public health importance such as measles and polio. 
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As soon as a doctor or nurse in “both the public and private health sector diagnoses a patient 
with any of the NMC”, the doctor must report it to the NICD via an electronic app or through 
a paper-based form (NICD, 2020). On the app, the healthcare provider will capture the details 
of the diagnosed patient. The notification will then be automatically sent to all the appropriate 
central people at provincial and national health establishments. On the paper-based form the 
process is the same, however the form is sent straight to the NICD and department of health 
via fax or email. 
Upon receiving the notification, the medical scientist from that particular hospital will collect 
biological samples (e.g. stool) from the patient and send them to a laboratory at National Health 
Laboratory Service (NHLS) to determine whether the stool contains the polio virus. Laboratory 
specialists employ various genetic sequencing methods to identify the virus. Once the virus is 
identified, health authorities (like those who were attending the meeting) should begin with 
outbreak response activities within the first 24 hours (GPEI, 2019). Epidemiologists with the 
support of various public health professionals will undergo an investigation to check if the virus 
detected is new or a reoccurring one in the affected area. Evidence from this investigation will 
be employed to describe the characteristic of the virus and to establish whether there was 
disease transmission in the area. This information will be used to classify whether the case 
under investigation as an outbreak or event.  
During the investigation, information that will describe the community context of where the 
patient resides is collected. This information includes collection of data such as the immunity 
of the population, whether their vaccination coverage is above 80%, as well as population 
characteristics like movements and migration routes to track their travel history. From this 
information conclusions are made of the possible source of the virus (GPEI, 2019). Additional 
community searches for more cases of unidentified AFP cases takes place. As soon as all the 
information is gathered an analysed, reports and articles are then published under the NICD 
and the WHO. 
The different stages of data collection mentioned above draw attention to the materiality and 
life course of information. According to Biruk (2018), information has a social life which 
creates context for interpreting quantitative evidence that we often perceive to be too technical. 
It is important not to view quantitative information as merely objective measures of reality but 
as product of processes that shapes and define it through its life course. Thus, the above 
ethnography clearly indicates how information is produced by the processes of and practices 
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of production. Information is taken from its raw and unprocessed state and refined into a 
processed product that is ready for consumption. For example, unprocessed information such 
as stool samples from investigated individuals is taken and transported to the laboratory where 
it will be spread inside a sterilized inside a specific plate that allows bacteria to grow. This 
sterile plate is then positioned under a microscope for analysis. If a certain bacteria or virus is 
detected inside the ‘poop’, the public health professional in charge of the patient will be notified 
by the lab to take necessary steps. Such evidence, once processed and analysed, is used to take 
necessary steps in mitigating the risk. 
The above-mentioned example indicates how information travels from something that is 
‘unknown’ to something that is ‘known’. For information to make sense it has to travel through 
a life course around human and nonhuman actors who will edit the information to remove 
assumptions and ambiguity to make the information more certain. Through its travels, the 
degree of uncertainty surrounding the information is absorbed by the various processes of 
production (Biruk 2018). 
Above I have brought attention to the activities that will take place in the outbreak response 
activities. These outbreak response activities act as a medium through which information about 
the vaccine-adverse event travels. Through its travels, this information takes up new meanings 
that represent institutional facts. In general, this is the path that the information takes in its way 
to being a scientific fact based on universal ‘truths’. Below I continue bring attention to the 
preparatory activities to responding to the vaccine adverse event. In this process I show how 
difficult it is to make decisions in times of uncertainty. Uncertainty to a certain extent is 
characteristic of the lack of knowledge making decisions in times of uncertainty means 
navigating the unknown.  
 
Making decisions in times of uncertainty  
It is 16:02 pm and the proposed field-team structure has been explained and the only thing that 
needs to be done is to place everyone in the room into their respective teams. Dr Whick is 
called to the front by a senior medical advisor for public health to take the responsibility of 
assigning everyone to their respective teams. The first thing she needed to do was to determine 
who will be the field team co-ordinator. “So guys who do you want to elect for this 
responsibility” she asks, to the team of attendants. What unfolded afterwards was nothing short 
of hysterical. There was a sudden burst of outright uproar as to who should take this 
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responsibility. No one wanted to co-ordinate this field team. Seated right next to me, two burly 
women were arguing amongst each other that they have a lot on their plates already and that 
they can’t take on a responsibility of this magnitude. This commotion continued for over ten 
minutes till it was decided that since most of the public health professionals were not present 
today and we were not coming to a unanimous decision, that the debate should be continued 
on Monday morning. 
Before we could pack our things and leave, the doctor who was treating the infected child, 
showing a prevailing sentiment of uneasy discontent about how things had unfolded, queried 
whether it was advisable to allow the mother to travel since they had a funeral to attend to over 
the weekend in another province. He was immediately advised not to let them to travel before 
necessary investigations were completed. “We don’t want to risk the possibility of a 
transmission, we want to contain this as much as possible” Dr Whick would say. The doctor 
nodded in agreement with what he was been told and everybody departed. 
The above ethnography vignette points to how difficult it is for public health professionals to 
make decisions in the face of uncertainty. When making decisions, such as who heads up which 
team during the early stages of investigation, public health professionals must consider things 
like the likelihood and magnitude of risk caused by the outbreak/event, the possibility that a 
given intervention will mitigate the risk and the potential consequence of in/action. Thus, this 
presents the public health professional in charge with greater responsibility of trying to know 
what is unknown. From this observation, I noticed that people’s actions are guided by 
knowledge and one cannot perform any action or decision-making without having some kind 
of knowledge about what is required. Therefore, it becomes difficult to act under conditions of 
uncertainty. Knowledge in this instance is limited and unequally distributed. For example, the 
majority of public health professionals that were present on the day have never worked on a 
VDPV case before. I say this because there was complete silence when Dr Whick posed a 
question to the public health professionals in the room about whether they had any ideas on 
how to tackle this event. Only a selected few had the opportunity to work on such a case. Thus. 
I see this as evidence that most of the public health professionals present on the day were not 
knowledgeable about the crises at hand. 
Secondly, the ethnographic vignettes point to how important it is for public health professionals 
to contain information about a crisis and prevent it from reaching the public before it is fully 
“cooked”. Before information can reach the public it needs to go through a series of processes 
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that will remove any uncertainties surrounding the information. This could be the main reason 
why both the mother and child were restricted from travelling because of the fear that 
information about the infected child might reach more people. The public health professionals 
were trying to prevent uncertain information from spreading.   
On the following day we reconvened with the VDPV event preparation meeting. We are placed 
in a slightly spacious room, the PRF auditorium to accommodate a large sum of public health 
professionals that are present. The number of public health professionals is greater than what 
we had on the previous meeting, it is as if we have been recruiting more troops for a battle that 
lies ahead – the battle of unearthing more information. There are more nurses from the Mzitho 
hospital, DoH medical advisors and epidemiologists, WHO representatives, NICD medical 
scientists, doctors, trainees and epidemiologists. 
A senior medical advisor for public health from DoH was leading the meeting. Before we could 
start, it was suggested that we introduce ourselves again since there were new public health 
professionals attending the meeting. Dr Ronaldo was asked to repeat her presentation for the 
new faces. Moments after the presentation, the speaker announced who was going to co-
ordinate the field teams. This is something that was discussed over the weekend by various 
stakeholders mentioned above since we could not come to a conclusion on Friday. As soon as 
all teams were assigned with team leaders, one of the public health professionals who was 
present on the day raised a rather interesting question, they asked: “what message are we 
supposed to convey to the public?” The response from the speaker was even more stimulating, 
they said, “whatever message we convey to the public we must make sure that we do not send 
the wrong message to the public”. However, it was later proposed that we should just be clear 
to the public (community leaders) and explain to them that these visits are not a cause for 
concern, they are just routine check-ups.             
After lunch, one of the NICD public health professionals that I had befriended came and fetched 
me to go join the population immunity team. The team leader was one of the DoH 
epidemiologists and he proposed that the next day we should meet at a local clinic, Moses clinic 
at 9am. 
With all that I have shown above, I argue that the process of investigation and category making 
feeds into the idea of managing uncertainty in times of crises. It is important to note that 
uncertainty in this instance is characterised by incomplete information. At this point not much 
is known about the VDPv case, however, what is known is that the infected child has a VDPv. 
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Whether it has already circulated around the community is still yet to be known. If signs of 
transmission are detected, then the whole diagnoses changes into WPV outbreak. Therefore, 
seeing that there is still uncertainty around the VDPv case, public health professionals involved 
avoid to produce information that is uncertain to the public as it might create alarms. The 
community or the public in general that is affected by a disease or outbreak perceive the risk 
differently from the experts who prevent the risk. Therefore, the information that is relayed to 
the public is different from what is known by public health professionals. 
 
Conclusion 
This chapter has described the context of knowledge production and how unprocessed 
information moves through a progressive assembly line to acquire meaning and value in the 
quest of trying to know the unknown. I argued that the whole process of outbreak/event 
investigation is about trying to know the unknown and managing uncertainty. Health crises 
such as this I have mentioned are characterised by the lack of information. Thus, knowledge 
must be produced to make sense of the crises. In the process of producing knowledge there is 
an attempt to try and contain the transmission of information. Information is kept within 
organizational structures and it is prevented from reaching the public as it may create more 
uncertainties. The production of knowledge is actually a social process characterised by 
interactions between public health professionals, and public health professionals and the public. 
It’s a dynamic process that involves extracting information from the public in order to make 
sense of the crisis. This chapter was a prelude into the next chapter that expands on the 
exploration of outbreak response activities related to the vaccine-adverse event. I expand my 
analysis of knowledge production in times of crises through a focus on another dimension of 
knowledge production. 
I have argued in this chapter that the vaccine-adverse event posed a threat to the legitimacy of 
the NICD which is rooted in its historic success in eradicating polio through the PRF’s leap in 
producing one of the first polio vaccines in the world. It was of paramount importance that this 
history was preserved to ensure that the core principles of the NICD will be transmitted from 









A young mother of a ten-month-old child from a near township brought her child to 
see the male old doctor at… [Mzitho Hospital]. Over several weeks, the mother 
reported that the child had developed a set of curious symptoms. Every morning, the 
mother recalled waking up to witness a peculiar thing about her child. She noticed her 
child could not stand on his own two feet. She further noted difficulties in feeding the 
child. She watched as these symptoms occurred every morning. She had had a series 
of tests done by the previous physician, but none of these tests were conclusive, 
although the child was admitted in an intensive care unit. The child was later 
discharged as he showed slight improvements. However, despite being discharged, 
more symptoms continued to emerge which prompted another visit to the physician. 
These complex symptoms suggested multiple neurological conditions which could 
have accounted for the paralysis the child was experiencing. As a result, the physician 
went through a long list of neurological conditions that could be associated with this 
paralysis. The physician realised that these were urgent notifiable medical conditions 
that needed to be reported to the National Institute for Communicable Diseases. 
Further investigations into these symptoms prompted a multi-stakeholder response to 
check if these symptoms were prevalent within the community. 
  
From the start [during the meeting mentioned in the previous chapter], much of the public 
health debate about the Vaccine Derived Polio Virus (VDPV) case that resulted in a death of a 
patient conformed to what Briggs and Briggs (2004) characterised as outbreak narratives. 
Outbreak narratives, according to Briggs and Briggs (2004) normally begin with the 
identification of a diagnosis or emerging disease, including discussions of how the disease 
travels, and chronicles the public health work employed which ends with the containment of 
the diseases. With polio being one of the most feared viruses across the world because of its 
damaging consequences, health security concerns were voiced stalwartly by the stakeholders 
involved such as the Department of health (DoH), World Health Organization (WHO) and the 
National Institute for Communicable Diseases in the first emergency outbreak response 
meeting. Beyond this simple outbreak narrative, multiple framings which will be discussed in 
this chapter about VDPV emerged between multi- stakeholders which prompted a specific 
public health response.  
In this chapter, I explore the data gathering process during outbreak investigations that helped 
to fashion the official narrative about why a child died from VDPV. There were three different 
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data collection processes that were employed by the National Institute for Communicable 
Diseases that included the collection of stool samples; immunity coverage reviews; 
retrospective case search and document findings in surrounding hospitals and clinics among 
others. These data collection processes were done simultaneously by different groups of public 
health officials. Each group of public health officials garnered information that they used to 
strengthen the official narrative that the child had a rare primary immunodeficiency disorder 
that compromised the child’s immune system. Official narratives of the case sought to account 
for VDPV’s source and transmission. The quest was to ascertain an underlying medical 
condition that might have weakened the immune system’s ability to fight of diseases.  
The plot elements in the official narrative reflects the epidemiological plague narrative 
described by Briggs and Briggs (2004) who focused on the different narratives that shaped the 
perceptions of the Cholera epidemic to illustrate how public health officials used evidence 
gathered in outbreak investigations to support official explanations they constructed about the 
epidemic. I argue that the evidence gathered during outbreak investigations shapes official 
explanations of outbreaks/events as being the dominant narrative and gives it authority as being 
an undeniable truth.  
 
Ascertaining Population Immunity through Household Surveys 
On the 23rd of October 2018, epidemiologists, nurses, registrars and medical advisors from the 
NICD, Department of Health and the World Health Organization set out to conduct a multi-
stakeholder outbreak field investigation in the community where the deceased child resided33. 
I was part of the group that was responsible for assessing the immunity coverage of the affected 
community through household surveys34. By 6am, I was already at the NICD as per usual 
feeling equipped and ready to observe the day that lied ahead. I began with reading a book that 
was borrowed to me by one of my interlocutors at CRDM. The Cutter Incident: How America’s 
First Polio Vaccine Led To The Growing Vaccine Crisis was the title of the book. The book 
like its title, charted the shortfalls of the polio vaccine in America, these were similar to the 
shortfalls experienced in South Africa through the PRF’s initial failure to develop an effective 
vaccine. Specific moments in this book brought attention to the development of the polio 
                                                          
33 The child was still alive during the period of outbreak field investigations. The child only died several months 
after outbreak investigations  
34 In the context of this outbreak response activity, a household survey is normally a questionnaire that is used to 
ascertain whether someone in the households of the affected area experienced any symptoms that could suggest 
the possibility of an outbreak and to check immunization coverage.   
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vaccine and how initial attempts in the process led to the creation of a problematic vaccine that 
exacerbated the polio epidemic in America.  
To pass time, I continued reading this book and it was interesting to observe how the quest to 
save lives initially resulted in the deaths of many citizens. This moment resembled the 
dynamics of war, in that war always produces casualties, no matter the outcome. It is 
unfortunate that the casualties in the American fight against polio fractured in some 
communities the trust in biomedicine indefinitely. Today’s activities were about avoiding 
experiencing this similar fate. By 9am everyone started flooding in into the office. By 10am 
we were told to go wait outside for our transport that will take us to the Moses clinic where we 
would meet the rest of the team. Although we were supposed to be at the clinic by 9:30am, due 
to admin issues that included completing forms for the use of the organisation vehicle, we were 
delayed a bit longer at the NICD. When we got to the clinic, it became evident that we were 
not the only ones who were late on arrival. I observed that other epidemiologists and nurses 
from the DoH were running late. 
Upon arrival we were directed to the boardroom in the clinic where we found the rest of the 
team members waiting for us. As soon as we entered the boardroom the team leader suggested 
that we should plan how we would work that day. We were given a community case finding 
and assessment population immunity form (Figure 1) and a map of the area we were supposed 
to visit (Figure 2). The community-case-finding and assessment population immunity form is 
designed in such a manner that it makes it easier for us to check whether a child is on schedule 
with all the prescribed vaccines since birth, or not.   
In Figure 1 below, one can observe how the form is structured. At the top of the page there was 
a section where we were required to write our team numbers, household number or address, 
and the geo-coordinates of the household. As evident, there are a number of boxes where we 
tick the person whom we interact with in the household as well as the number of children under 
five who live in that particular household. In the form there is a table with columns and rows. 
The first row indicated the gender of the child and the rows that followed indicated the age of 
the child and a list of vaccines that the child should get beginning at birth. The last rows 
compelled us as [the population immunity team to specify the source of information and to ask 
if any doses of vaccines were missed and what were the reasons behind that. The last question 
on the form asked if there is any person in the household who presented with acute flaccid 
paralysis in the last three months. This question was asked to ascertain whether there are people 
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within the household who might have experienced polio symptoms in light of the recent AFP 
case.  
 
Figure 2 Community Case Finding and Assessment of Population Immunity Form 
The above activities and the ones to follow in the next sections are a starting point to performing 
the SOP in responding to a poliovirus event or outbreak. Like how a Christians consult the 
Bible to make sense of what is going on around them, Public health professionals consult the 
SOP as a guiding tool to performing outbreak response activities as well as classifying a 
particular case as an event or outbreak. The SOP is the public health version of the bible. 
Ascertaining population immunity through household surveys was a way for public health 
professionals to kill two birds with one stone. It provided the opportunity to keep track of the 
vaccination coverage in the area while covertly searching for cases that could suggest the 
spread of disease through an investigation of disease symptoms. Below I continue sharing the 
second part of this investigation, revealing instances, from interactions with some community 
member, of vaccine hesitancy not tied to popular opinion of the distrust in biomedicine.   
Part two  
In this section I draw attention to the interactions we had with some of the community members 
during household surveys. These interactions revealed the community members’ perceptions 
of vaccines and how they align or differ with public health assumptions of vaccine hesitancy. 
I bring back attention to the lack of inter-translatability of scientific information through 
arguing that it results in public health professionals opting to control outbreak narratives fearing 
that relevant information might be misinterpreted. 
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On starting, we quickly realised as we had anticipated that the respondents might not have an 
idea as to what acute flaccid paralysis is. To get around this, instead we asked if there was 
anyone in the household who displayed signs of paralysis on their limbs or arms. Asking this, 
we observed that, although some were perplexed as to why someone in their households would 
experience such symptoms, they seemed to have an understanding of what was asked of them.   
We were given a map of the area with street names within a five-meter radius of the infected 
child’s household. This map was divided into four sections assigning each team an area to 
investigate. This meant that we were going to be divided into four groups that will visit the 
specific section of that map. As we were being divided into groups, I was placed under a group 
of two women and a single man who happened to be our team leader. One of the women looked 
to be in her late thirties and the other in her late twenties, and the team leader seemed to be in 
his early forties. All of my members in my group were Black and spoke southern Sesotho. This 
was the language that we used to communicate amongst ourselves.  
    
 
Figure 3 A picture of all team members with me located at the back of the group, with a purple top 
We were instructed to look for children under the age of five in each household we visited. If 
there was no child under the age of five, we further had to ask if there was any person in that 
household who presented with acute flaccid paralysis in the last three months. After doing so, 
we would then proceed to the next house. We had a specific sampling method that we used. 
We skipped four houses and entered the fifth house till we reached the end of the street. I found 
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this method to be very problematic in the sense that in a number of household that we skipped, 
we could visibly notice that there were children who were residing there. We saw this through 
identifying children’s clothes on the washing line. As such, we could have missed a potentially 
infected child in skipping these households. 
Around 1pm, we started heading out to our respective sections that were allocated to us using 
four different cars. Fortunately for my team we had a woman who knew the area quite well. 
She was an outspoken skinny and wiry individual who shared that this particular area is where 
she grew up. She therefore became a very useful navigation system for us in the area. The 
message that we relayed to the respondents we found in each household was structured in the 
format provided below (however, this was communicated to the respondents using the language 
of their choices which included IsiZulu and southern Sesotho), 
“Hello, we are from the department of health. We are doing a survey to check whether 
your child has been receiving all vaccines since birth. In order to know, we will need 
the child’s clinic booklet to confirm this, if that’s not a problem with you”. 
Most of the parents or respondents that we found had no issues with providing us with the 
child’s RtHB. The residents in this area were quite welcoming and very friendly. In one of the 
households that we visited the mother even offered us a cup of tea which we unwillingly 
declined because we still had several houses to visit before the end of day. 
In some of the households that we visited the parents could not show us the RtHB because they 
had misplaced it, and they had to confirm verbally that their children were inoculated for all 
the vaccines. There was no way in which we could confirm what we were being told was true. 
In another household when we spoke to the younger woman (probably in her mid-thirties) that 
we had found in the house about the importance of vaccinating children had something 
interesting to say. She said, 
“I always make sure that the kids in this house get the prescribed vaccines because as 
a child my parents used to take me to the clinic to get vaccinated. Parents nowadays 
become surprised when they see their children being disabled because of polio, 
because they decided not to vaccinate their children”. 
As we continued with our task, we found more children. There was this particular moment 
where we found that a child had missed all the vaccines he was supposed to receive at six 
weeks. When we queried about why the child was not on schedule with his shots, this was the 
response we received in the household from the mother of the child,  
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“… I had depression after birth so I could not take my child to the clinic to go 
vaccinate, and even when I was a bit better I had a fight with one of the nurses so I 
could not go back to that clinic, I just don’t have the strength to fight with her again”. 
This statement was interesting because while several studies have pointed to the social, political 
and economic dynamics of vaccine hesitancy (Wentzell, 2017; Kumar, 2016; Sobo, 2015), a 
large number of public health professionals that I interviewed at the NICD characterised 
people’s resistance to vaccination as merely a deficit of scientific knowledge. One particular 
public health official had this to share about vaccine hesitant individuals, 
“…I think vaccine hesitant individuals first and foremost, lack the correct education, 
because the benefits behind vaccines are well documented, so people that say no they 
want their children to get sick naturally rather than get vaccinated, I  think they don’t 
know how vaccines work. And the difference between the effects of your child getting 
sick from polio or measles or you know any other vaccine preventable diseases versus 
a silent possible like zero point zero zero whatever percent chance of there being a 
side effect from vaccination. Uhm look … religious believes have an effect but I don’t 
think is as a large effect as miseducation because then there is this whole mercury 
content you know like a heavy metal content in your vaccines, whereas I mean you 
don’t know the chemistry behind how that work. You know there is no way that these 
vaccines get passed for human use without thousands and thousands of tests, human 
trials you know making sure that it is safe”. 
 
Another public health official continued to share in relation to vaccine hesitant 
individuals that,  
“… I think they are uneducated, and I think they have been manipulated into the media 
and the media scares around vaccination, as a result they become miseducated”  
These public health professionals were quite adamant that vaccine hesitant people who don’t 
get their children vaccinated lack the necessary scientific knowledge about vaccines. However, 
their knowledge is simply limited to the contents or ingredients that make up a vaccine and the 
potential harm that they may cause to a human body. Therefore, one of the most fundamental 
things that vaccine hesitant individuals must be cognisant of according to public health 
professionals at NICD is the fact that the benefits of vaccination outweigh the disadvantages 
of vaccination. A dialogue about the benefits of vaccines outweighing the disadvantages has 
been a reoccurring theme in interviews and conversations among public health professionals at 
the NICD.  
However, a single public health official in particular did allude to the role of structural variables 
in the failure to vaccinate. As can be observed above, the reason for vaccine hesitancy are far 
more complex and layered. As the mother shared, other structural variables as the inability 
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access clinics, improper treatment by health care workers as well as issues relating to mental 
health are important factors that influence the ability of mothers to vaccinate or not vaccinate 
their children.  
The message that we communicated to the respondents when we were asking them to 
participate in the population immunity survey feeds into this representation of a people who 
lack scientific knowledge espoused public health officials. During the initial meetings 
concerning the VDPV case, it was suggested that we should not share details of the case with 
the people we were going to interview for the population immunity survey to avoid creating 
scares. Public health professionals agreed upon themselves that the public would not 
understand how the child got polio after vaccination. As I have already established in the 
previous paragraph, public health professionals at the NICD view the public as having limited 
knowledge of the science behind vaccines. This could be linked back to the lack of inter-
translatability of scientific information. Because as it is the case here, public health 
professionals seemed to be aware that an attempt to explain this vaccine adverse case would 
result in the misinterpretation of information which would paint vaccines in a negative light. 
It was evident in this section that members of this community were treated as individuals who 
lack the capacity to grasp scientific information.  This is seen through the chosen approach by 
public health professionals to covertly investigate possible cases that could suggest the spread 
of polio. The possibility of creating public scares through disclosing outbreak information 
points to the lack of inter-translatability of scientific information. The way scientific 
information is structured is that it runs the risk of being misinterpreted even by the media. Part 
of the reason is that, as Briggs (2003) asserted, is that scientific information, like any other 
information, is subject to interpretations that are filtered through different institutional contexts 
and taking up new meanings in the process.  The public health activities observed above 
indicate that public health professionals are aware of the nature of their information which 
explains why in such cases they decide to investigate covertly and not make information public. 
   
Negotiating Information     
Since anti-vaccination sentiments have gained momentum in the last few years especially in 
European nations, with WHO declaring anti vaccination movements as being one of ten biggest 
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health threats of 2019 (World Health Organization, 2019)35. Opting not to share the details of 
the VDPV case with the community on the part of public health professionals, as I have alluded 
in the previous section, was an attempt to minimise public scares and subsequent lack of 
confidence in vaccines. The message that was relayed to the public was structured in a way 
that avoids creating public confusion and uncertainty towards vaccines. The truth concerning 
the outbreak/event is slightly bent to alter or to overlook specific facts of the VDPV case, 
normally in order to evoke a particular response in the public. Therefore, the truth was bent to 
make the public at ease about a specific case. This act to me depicts very well the fungibility 
of truth, how it can be moulded and shaped to protect a specific narrative.  
The act of withholding details about the VDPV case implied that the NICD and the stakeholders 
involved wanted to be in control of the dissemination of information surrounding the case. The 
control of information brought into mind Briggs and Briggs’ (2004) assertion that public health 
officials do not only have control over preventative measures but further over who should 
control information surrounding an epidemic. This assertion weaves the idea of the 
government’s authority into the fabric of controlling official explanations of epidemics. Public 
health officials at the NICD stressed the importance of not relaying to the public the exact 
details of the event. Instead we were advised that ‘whatever message you convey to the public 
you must make sure that we do not send the wrong message to the public’. It seemed as if they 
wanted to first gather all the necessary evidence to support their narrative before they could 
disseminate any information regarding the case. However, this does not imply that the 
information would be received with understanding by the public upon dissemination. Public 
health professionals need to figure a way of structuring their information in manner that is 
epistemologically friendly.    
Community leaders were the only individuals that were exposed to the full details of the VDPV 
event. Before we could start with the immunity survey, we had a brief meeting with the 
community leaders of the affected community informing them about the activities that were 
about to take place. We asked community leaders to inform the community that they should 
not be alarmed by our activities, we then told them to communicate to the community that we 
                                                          
35 The World Health Organisation released an article on their website underpinning vaccine hesitancy as one of 
ten biggest health in the world. The key reasons underling this assertion is the 30% increase of measles cases 
globally. While the WHO highlights that the resurgence of these cases are not entirely due to vaccine hesitancy, 
it still points to anti vaccination movements as the primary reason. This comes after the widespread outbreak of 




are only just conducting an immunity survey for statistical purposes. Community leaders were 
crucial in circulating official explanations to the community. Using community leaders as 
purveyors of information established them as vectors of power in their neighbourhoods and 
this ultimately made them to be politically significant to public health officials. Oftentimes 
community members prefer expressing their grievances through community leaders rather than 
through official political channels. Underlying this is a deep-rooted mistrust of the willingness 
on the part of the government to respond to these grievances.  
All the information that was gathered during the immunity survey was a necessary component 
in shaping the dominant narrative that public health officials were constructing through 
epidemiological activities. Thus, the story of the VDPV event is not a simple tale of a child 
suffering from a vaccine-derived polio virus. It is rather a story of well-trained public health 
officials who are in the business of protecting the health of the public. The narrative that they 
disseminate is then considered an undeniable truth because of these activities. 
 
Looking into poop: Determining the extent of Disease transmission through material 
culture  
While we were busy steering immunity surveys, another group of public health professionals 
were conducting children stool surveys. Public health officials were collecting stool samples 
from targeted healthy children who did not display signs of paralysis and or showed symptoms 
of had other illnesses. The main reason behind examining the stool is that polioviruses naturally 
spread from person to person via close contacts and circulates more widely within the 
community. The only way to trace the spread of the polio virus is through stool, commonly 
known as ‘poop’. At first when I heard that there were people who were going to collect poop, 
blinded by my own ignorance, my shoulders started to shake in silent laughter. However, when 
I started to think more deeply about poop, I started to realise that interacting with poop means 
grappling with a biopolitical item which is closely knotted to public health. Poop further brings 
into conversation the idea of private and public. Poop has always been considered as a private 
thing that people produce in their own private space uninterrupted by external factors. For many 
people pooping is a therapeutic activity that allows them to escape their problems temporarily. 
Moreover, because of the perceived “disgusting” nature of poop, people normally want to 
excrete in private because when you excrete in public you run the risk defying social norms 
which have social and health implications. Thus, for public health officials to examine poop 
they must be able to negotiate access into these private spaces. 
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However, in other South African political contexts, studies have revealed how poop is not just 
a private matter but touches on political issues. For example, according to Baxter and Mtshali 
(2020) Poop in Cape Town has been used as a protesting tool in the fight for better housing, 
sanitation and other service delivery issues. During such protests, groups of individuals 
normally dump poop in public spaces that have better service delivery such as in airports to 
trigger panic and disgust amongst upper class societies, something that these protester have 
learned to live with (Baxter and Mtshali, 2020;). Such performances according to Marry 
Douglas in Doron and Raja (2015:191) “violate the order of things through transgressing bodily 
boundaries and posing a threat to social order”.  
Stool samples were collected from a total of hundred and two healthy children residing in the 
affected community. Priority was given to under vaccinated children who ran the risk of 
contracting the polio virus. The same sampling method that was used for immunity surveys 
was adopted in targeting households. Before stool samples were collected, parents of the 
children who were going to provide stools were given consent forms and study forms 
explaining the reasons and importance of providing a stool sample. Parents were given the 
forms to read for themselves and a nurse would afterwards explain the forms with a language 
chosen by the parent.  The consent form highlighted that participation was voluntary and that 
they were free to withdraw at any given time. Upon agreeing to the terms of this participation, 
parents were given containers and cooler boxes to store stool samples. They were given 
instructions on how to store stools without contamination. For infants, parents could use a 
wooden tongue depressor to scrape solid poop material from nappies. However, if the poop 
was too watery, parents were advised to provide nappy liners. For older children, plastic 
shopping bags were used to capture the poop. They were advised to place the plastic bag over 
the toilet bowel, held together by a cello-tape. Poop materials were to be scrapped into a 
specimen container provided afterwards. The remaining poop in the plastic bag was to be 
placed inside another plastic bag and discarded in the refuse. 
The guardians of the children were advised to fill the specimen containers with as much poop 
as possible as this makes it possible for the laboratory to conduct multiple tests. The stool 
samples were collected the next day with collection containers that were marked with the 
patients’ details like date of birth, name and surname and the date of collection. These details 
were recorded on the data collection form. 
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Looking into this process of collecting stools I could not help but to think about how growing 
up we have always been told not to handle and deal with poop because of its disgusting nature. 
In so many ways, poop has always been considered, universally, to be a “disgusting” substance. 
As a response to this, we have developed ways that help us to manage this disgust through 
activities that regulate poop following everyday social orders (like excreting inside a toilet 
bowl that magically makes poop to disappear instantly without handling it). Thus, this negative 
meaning that is assigned to poop draws attention to the ‘taboo’ nature of public health officials 
wanting to study material that is socially prohibited.  
In their defence, public health officials view poop as a biological object that has immense 
public health value to protect us from diseases. As a result of the medical value that poop 
possesses, public health officials tend to actively ‘unknow’ the social aspects and taboos that 
characterise poo to advance important public health work. The negative connotations that 
surround poop such as disgust and embarrassment are ignored during the collection of stool 
samples as participants have to produce their poop to the collectors in transparent containers. 
There is some sort embarrassment that comes with the act of producing to someone your poop 
in a conspicuous container, because when you ponder more deeply about it, people just don’t 
enjoy looking at their own poop, let alone having other individuals examining it.  
This act of unknowing things is well documented in Geissler’s Public Secretes in Public 
Health: Knowing Not Know While Making Scientific Knowledge. Geissler (2013) argues that 
researchers who are in the business of advancing essential scientific knowledge are familiar 
with certain aspects of the inequalities that surround their work but oftentimes choose to 
actively ‘unknow’ these inequalities by way of oversight, ignorance and through the use of 
alternative terminologies. For example, the Medical community uses terms like stool to alter 
our hardwired negative reactions towards poop. Words have a way of influencing how we think 
and perceive things, they guide our reasoning for doing what we do. Thus, when words are 
used correctly in a particular context, they have the ability to alter perceptions. 
However, since much of the negotiations between the nurses and participants were conducted 
in non-English based languages as IsiZulu, nurses had no choice but use terms such as 
“amakaka” (poop), that bring to light the disgusting nature of poop. One of the nurses that was 
part of the group of public health officials collecting stool samples highlighted that the use of 
such terms produced reactions on participants faces which painted pictures of doubt producing 
the stool. Participants were not certain about whether what they are being asked of was ‘some 
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kind of joke or not’. They gave expressions of incredulity in their responses. To counter 
participants’ misgivings, the nurse told me that they had to stress the medical importance of 
providing stools samples which seemed to do the trick because, in silent acquiescence, 
participants agreed to provide stool samples.   
Taking into consideration the above processes of stool collection and household surveys 
discussed in the previous section, one cannot help but to make the assertion that when officials 
visit people’s homes there is an automatic acquiescence to the authority of the state. Most of 
the respondents were welcoming to us because we mentioned that we represent the government 
and thus they felt compelled to interact with us. In most cases people are friendly to officials 
because of the need to appear prosocial as this kind of behaviour is valued and widely seen as 
appropriate for the community. Thus, this tendency to acquiesce with state officials is some 
kind of image management fashioned by the desire to present a good face during social 
interactions with state officials. However, the acquiescence to authority does not necessarily 
mean that trust is involved.  People have a deeply rooted distrust in the government, which is 
generated by the dissatisfaction with, and lack of confidence in the functioning of government 
institutions as well as the belief that the government is not truthful in its actions.  
In this regard, the tendency of participants to acquiesce questions the validity and veracity of 
responses that participants share with public health officials as their truths — keeping in mind 
that these are the same responses that public health professionals use to shape and strengthen 
their narratives as being an undeniable truth. This observation brings into focus the idea of truth 
being a fluid concept. A concept that can be shaped to correspond with reality. We all have our 
own truths that correspond with the realities that we live in. Donald Trump is a perfect example 
of this assertion. Since his appointment as president of the United State of America, he has 
been widely criticized by the public and media of telling lies, the same lies that he and his 
administration defend as being ‘alternative facts’36. 
Trump’s facts are rejected as truths because they do not fit into the realities of many 
Americans37. Thus, when this happens, it creates multiple truths that are compartmentalised 
into different belief systems. The same can be said about outbreak investigations because the 
evidence that is gathered is moulded and shaped to fit the belief systems of public health 







officials which are grounded on epidemiological theory. I regard the epidemiological theory as 
a belief system because it is made up of a set of principles that guide and help public health 
officials to interpret their everyday realities. The narrative that is formed about the 
event/outbreak is guided by this particular belief system. A belief system that is not without a 
series of ideologies, perceptions, falsehoods and truths. Within this belief system, health is 
understood through quantitative measurements. For example, the information that was gathered 
during outbreak investigations was used to construct an image of health into no more than a 
series of numerical tables, pie charts and graphs.  
Epidemiological data creates a visual representation of health of an affected community the 
same way an ultrasound image helps the physician to view inside the human body. This image 
is constructed through an extensive data collection infrastructure which helps to create 
judgements about the outbreak/epidemic. Thus, the epidemiological imaginings of health 
through statistical representations becomes a medium for conveying the complexity of human 
experience associated with poor health.     
 
Sweeping Through Heaps of Documents: Retrospective Case Search and Document 
Findings 
While two groups of public health officials were conducting immunity surveys and collecting 
stool samples, another cluster of public health officials were busy sweeping comprehensibly 
through hospital records in health care facilities located within the CoJ Municipality where the 
case was detected. The team was tasked with reviewing under reported AFP cases as well as 
assessing clinicians on their knowledge on AFP surveillance, polio immunization performance 
and capabilities. Public health officials were searching specifically for any missing information 
that could have resulted in a biased response or yielded no response at all. Documents such as 
doctor and nursing notes, clinical or administrative data, consultation notes, admission and 
discharge papers, emergency room reports, laboratory and diagnostic testing reports of the last 
three months before the detection of the case were carefully scrutinised. However, before 
public health professionals could start reviewing these documents, they held preliminary 
meetings at the NICD to come up with strategic ways of sweeping through heaps of medical 
records. They needed to draft up a research question that acted as a guideline in terms of 
deciding on how and what specific information they were going to look for. At this stage of the 
investigation this process seeks to incorporate input from other professionals who were more 
knowledgeable about reviewing medical records. 
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Although I could not ascertain the professional capacity of other public health professionals 
that were present on the day due to how busy they were at the time, I could not find a suitable 
time to ‘chit chat’ with them about what the kind of work that they do. However, there were 
two medical registrars38 who I had the opportunity to interact with during weekly meetings — 
this is where I spent most of the time hanging around to have an early whiff of any outbreak 
that transpired — at the Emergency Outbreak Centre (EOC). These registrars were placed at 
the NICD as part of their community service. This investigation process was a perfect 
opportunity for them to learn how case reviews are conducted during outbreak investigations. 
The NICD does not only offer expertise on the surveillance and monitoring of communicable 
diseases, it further offers a learning space for public health students and inexperienced public 
health professionals from institutions such as the DoH, the WHO, University of Witwatersrand 
and the University of Pretoria to gain valuable experience in public health.  
“How many outbreaks do you have so far?” this was a recurring question posed to public health 
students that were around at the time. “We need to find you more outbreaks” was another one. 
Part of the requirements for public health students to complete their training is that they need 
to have at least participated in three outbreaks in a period of two years. Thus, there was always 
this buoyant mood among public health officials at the NICD every time there was an outbreak. 
Not to say that this mood implied that they were happy about the outbreak itself, rather they 
were pleased about the prospects of getting an opportunity to learn. 
During the preliminary meetings, public health officials discussed how they were going to 
examine information from medical records. It was suggested that public health professionals 
should pay specific attention to the flow of information, especially from patient to health 
records as this will provide the public health official involved with critical information on how 
information is documented and structured from the clinician’s point of view. Since hospitals 
are governed by a set of established guidelines, to which all public health officials must adhere 
to, public health officials involved had to request permission from various hospital 
administrators to access patient records and to be provided with a space to review these records 
within hospitals premises. 
Since there were many hospitals in each sub-district that were visited within a short space of 
time. Public health officials were divided into six groups, each group had two to four public 
health officials in it. So, each group had approximately four to five hospitals to visit. A total of 
                                                          
38 Medical registrars are medical practitioners training as specialists in various disciplines. 
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thirty-five hospitals were visited over the period of three days. Medical records were abstracted 
for patients with a diagnosis of Acute Flaccid Paralysis (AFP), and various healthcare workers 
— from physicians to nurses — were interviewed to ascertain their knowledge on AFP and 
their involvement in AFP surveillance systems. The AFP surveillance system can be 
categorised into various steps that clinicians can adopt to report an AFP case. 
There are medical symptoms that are categorised as Notifiable Medical Conditions (NMC). As 
mentioned earlier, these are medical conditions that are of public health importance such as 
measles and polio. As soon as a doctor or nurse in “both the public and private health sector 
diagnoses a patient with any of the NMCs”, he or she must report it to the NICD via an 
electronic app or through a paper-based form (NICD, 2020). On the app, the healthcare 
provider will capture the details of the diagnosed patient and the notification will automatically 
be sent to all germane central people at sub-district, provincial and national health 
establishments NICD, 2020). On the paper-based form the process is the same, however the 
form is sent straight to the NICD and department of health via fax or email. 
Medical records dating back to the last sixty days from the first day of investigation were 
examined by public health professionals. Public health officials requested files of patients who 
were diagnosed with AFP but were not officially reported to the NICD or DoH. For each 
unreported case of AFP, a case investigation form was filled to document the personal details 
and clinical history of the patient. It was discovered that knowledge on AFP surveillance was 
not constant across the different professions. Across all hospitals the majority of nurses were 
most knowledgeable on AFP surveillance. However, in private hospitals ward staff were not 
so knowledgeable on AFP or Vaccine Preventable Disease (VPD) surveillance. According to 
these private hospitals, the reason behind their lack of knowledge on AFP or VPD surveillance 
was that they did not receive any support or training for this surveillance. It was later discovered 
by public health officials that across all health facilities, there were poor AFP case detections 
despite numerous trainings. 
There were a total of fourteen unreported cases that were identified presenting deferential 
diagnoses. These diagnoses included Neuropathy39, delayed milestone40, generalised 
                                                          
39 Neuropathy is a brain disease that often results with the weakness, numbness and pain usually in the limbs, 
creating muscle weakness. Neuropathy can be caused by a variety of factors, these include exposure to certain 
toxins and infections (NICD, 2019).  
40 Milestone delay is a developmental delay among children which cause lags in thinking, speech and motor skills. 
However the actual causes of this delays are not always known due to the ambiguous nature of symptoms (NICD, 
2019).   
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hypotonia41, weakness of limbs, myositis42, and periodic paralysis and hemiplegia43.  Some of 
these diseases are muscle related conditions that are often associated with children, normally 
infants, and normally occur soon after birth. Over a period of three days a total of seventy-five 
health care workers were provided with training for surveillance on vaccine preventable 
diseases. They were sensitized on the investigation, notification and reporting processes.  
After completing this document review, the next step was to meet at the EOC to convert all the 
information gathered on the field into statistics and numbers. I argue here that the information 
is filtered through institutional contexts to suit the epistemology of public health professionals 
at the NICD. This information is then presented to deferent stakeholders of the NICD to provide 
a full picture of the results acquired through outbreak response activities. In this process, 
different stakeholders, where germane, provided further recommendations on how to 
strengthen the validity of information presented. All of this is discussed in the following 
section.  
 
The filtering of health information through institutional contexts   
Upon completing the survey all team members met at the clinic to discuss a way forward. The 
next step was to capture all the data gathered into an excel spreadsheet for data analysis. I and 
two of the South African Field Epidemiology Training Program Residents (SAFETP) were 
chosen to capture the data in a space of two days. I could see through their facial expressions 
that they were not happy about what came to be a long tedious task. On the other hand our team 
leaders were having an argument about how to draft up an interim report of our findings. Both 
of them seem to have different approaches on how to write a report. What was ironic though is 
that one of them kept on arguing that “me and you come from the same school so you can’t act 
superior on me”. 
On the following day I and two of the SAFETP residents were given the task to analyse the 
data that was captured from the field survey. The task was broken into three sections. The first 
task was to create a sample flow chart demonstrating the number of households, children less 
than five years, number of children with vaccine information, number of children with road to 
                                                          
41 Generalised hypertonia is a muscle related condition that points to the decrease in muscle tone. In most cases, 
it is often detected among infants. Symptoms may range from neck dislocations and troubles with feeding (NICD, 
2019) 
42 Myositis can be categorised as one of the muscle related conditions that causes inflammation of the muscles 
that we normally use for moving our bodies. This oftentimes results with muscle weakness (NICD, 2019).  
43 Like stroke, hemiplegia affects a selected side of the body, often caused by severe injuries to parts of the brain 
that control body movement. Such injuries normally occur during or moments after birth (NICD, 2019).  
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health birth card and verbal reports. The second task was to calculate the demographics of the 
sampled population. For example, we had to calculate the percentage of male children who had 
the road to health birth card. The next task was to ascertain the vaccination coverage of the 
sampled population through calculating the appropriate vaccinations completed in each age 
category, and the polio vaccine completeness. These tasks required a lot of expertise on 
epidemiological approaches to converting field data into numbers and statistics. Fortunately I 
was able to grasp all these methods with enough understanding to complete the task ahead. 
Upon completion, our work was validated by a senior epidemiologist    
On 2nd November 2018, Friday. All teams gathered together at the PRF auditorium to present 
their findings. Information was presented as numbers and statistics through graphs and tables. 
We had discovered that there was no sign of transmission in the community where the child 
resided. Respective team members of public health professionals also presented an audit of 
available vaccines in clinics surrounding the affected area. It was discovered that in at least 
three clinics there was no stock of Oral polio vaccine.  Recommendations were made to one of 
the pharmaceutical company representatives present at the presentation to provide the vaccine.  
The vaccine coverage was found to be at 90%, a satisfactory amount according to the standards 
of the WHO.    
 
N0 Facilities OPV Hexaxim 
1.  Modimo Clinic 48 Available 
2.  Mathata Clinic 24 Available 
3.  Leslie Clinic 0 Available 
4.  Zethu Clinic 0 Available 
5.  Zuma Clinic 0 Available 
6.  Total 72 To confirm the totals 




Immunisation coverage, Region D, April - September 2018. 
What was interesting during the presentations, the cover page of our PowerPoint presentation 
was titled “How The Polio Vaccine Can Spread Polio”. This was a title that was chosen by 
one of our team members.  One of the WHO representative was not pleased about this. He was 
instructed to rephrase that title immediately as it incorrectly suggested that polio vaccines 
spread polio. She argued that “this tittle will send the wrong message to the public”. The 
presenter apologized and immediately removed the title and continued with his presentation. It 
was interesting to observe how public health professionals in my group were agreeing with this 
title and saw nothing problematic about it. To them the polio vaccine was responsible for 
creating this ‘crisis’. Knowledge was distributed unequally as some are more knowledgeable 
than others. After all the processes of knowledge gathering, there were still certain aspect of 
this crises that were still unknown to certain public health professionals. They only knew the 
information that they have gathered through their respective tasks. This is an example of how 









The data gathering processes explored in this chapter provide valuable insights into the politics 
of knowledge making at a public health institution. They create a space of comprehending the 
complex ways in which outbreak narratives are legitimized through the gathering of evidence. 
The collection of evidence helps to reveal how some forms of knowledge become apparent in 
official forms of intervention, while others remain side-lined or obscured. Public health 
interventions, justified by a specific narrative, become intertwined with socio-political 
processes of negotiating information. It is evident that the community members of the area we 
were investigating were treated as individuals who lack the capacity to interpret scientific 
information with ‘adequate’ understanding. This is something that public health professionals 
at the NICD have described vaccine hesitant individuals as. The reason behind such a 
description is because of the lack of inter-translatability of scientific information which is often 
subject to misinterpretation because of its complexity.   
In this context, I argue that although knowledge production in this instance is a social process 
(through the interactions of different individuals) that is governed by power dynamics and 
organisational constraints. The knowledge that is produced can be perceived as being slightly 
biased since it is constructed in a manner that is easily comprehensible to public health 
professionals only. Thus, this type of knowledge is structurally bounded which ultimately leads 
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to the control and containment of knowledge to serve only the epistemology of knowledge 
producers. 
In this chapter, we have come to grips with the nature of poop as biopolitical item with close 
ties to public health. The collection of stool provided a lens into the intimate relationship 
between human biology and politics. At one end poop was used as a biopower to managing the 
health of humans, while on the other hand it was used as protesting tool to bring attention to 
the state’s failure to provide basic services while threatening social order.  























There is still relatively little research on studying up public health professionals or the public 
health agencies that they represent in social science studies of vaccine hesitancy. I have heeded 
Nader’s (1972) call to ‘study up’ through bringing ethnographic attention to institutions of 
power such as the NICD. Drawing from the literature on vaccine hesitancy and from 
observations, experiences and the narratives of public health professionals at the NICD, I 
argued that vaccine hesitancy represents ideological differences about the perceptions of illness 
and disease. 
In chapter one I began by exploring the perceptions, framings and operationalization of vaccine 
hesitancy from the perspectives of public health professionals at the NICD. Through such an 
exploration, I discovered that in the South African context, some public health professionals at 
the NICD view vaccine hesitancy as an intangible phenomenon. I argued that this is because 
anti-vaccination movements in South Africa are not as vocal as in other countries, and because 
South Africa has enjoyed a relatively good vaccination coverage over the years. Vaccine 
hesitancy is still not a topic that forms part of everyday conversations at the NICD. 
Nevertheless, some activities within the NICD function to promote the use of vaccines directly 
and implicitly through creating awareness through various forms including documentaries that 
showcase global health topics such as vaccine hesitancy and social media posts that encourage 
the public to vaccinate. 
One of the main arguments in chapter one was that vaccine hesitancy represents ideological 
divides between vaccine hesitant individuals and public health professionals. This is evident in 
how public health professionals frame ‘knowledge’ and ‘belief’. ‘Knowledge’ in the context 
of public health is information or facts acquired through scientific/biomedical practices. 
‘Belief’ on the other hand, entails any information through other alternative practices outside 
the sphere of public health.  Public health professionals at the NICD framed the ideas of public 
health professionals as ‘beliefs’ resulting from the lack of ‘knowledge’. Such framings are 
ethnocentric in nature because instead of addressing the concerns of vaccine hesitant 
individuals through weaving them into the fabric of public health programs, the social 
responses against vaccination are evaluated according to public health preconceptions of 
‘unsanitary citizens’.  Public health professionals are only concerned with turning ‘unsanitary 
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citizens’ into ‘sanitary citizens’ through an attempt to get the public to conform to the public 
health way of doing things. 
In examining vaccine hesitancy or any other health related issue, it is important for 
anthropologists to remain loyal to their epistemologies in their analysis of health related issues 
to avoid being stuck in a double bind. This is important especially in moving past our colonial 
tendencies of being merely a service sector to biomedicine. The medicalisation of anthropology 
only hinders our ability to look up and study what is “above” us. It is only through remaining 
loyal to our identity that the intimate relationship between public health and anthropology can 
start to bear useful fruits. 
In chapter two I took some time to bring attention to the ‘behind the scenes’ of doing 
ethnographic fieldwork among disease detectives. I achieved this through reflecting on the 
methods and techniques I employed in this present study. I selected anthropological methods 
and techniques that are qualitative in nature. Most importantly, these techniques positioned me 
to examine my interlocutors from diverse perspectives; in situ; in person; and over time so as 
to reveal unanticipated insights.  The desire to impress my interlocutors at the NICD compelled 
me to ‘going native’ through dressing my observations of their experiences with biomedical 
garments. I noticed that the majority of my field notes were written in biomedical terms. It was, 
therefore, through reflexivity that I was able to detect this change in identity.  While 
anthropological methods are useful in providing effective ways of studying ‘natives’, they run 
the risk of sucking one into the “native’s” culture to a point of no return. Thus, finding a balance 
during fieldwork is of paramount importance.  
Chapter three weaves in together scholarship on vaccine hesitancy from the perspective of 
multiple disciplines for a broader understanding of the phenomenon. As a result of this 
exploration, I discovered that most of the research on vaccine hesitancy has generally been 
achieved through ‘studying down’ vaccine hesitant individuals which reveals the need to direct 
research ‘upwards’ through studying health authorities and the public health agencies they 
represent since they form part of the vaccine hesitancy debate and nexus.   
While chapter three established the need to direct research on vaccine hesitancy, chapter four 
looked build on this necessity through exploring anthropological contributions to ‘studying up’ 
health issues through a focus on health professionals and health agencies. In this chapter I 
generally echoed the need to study up as a way of avoiding producing ‘single stories’ created 
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through the persistent study of the subjugated, poor and ‘powerless’ groups of individuals or 
communities.    
 In chapter five I brought attention to the NICD as an institution through exploring its history 
in the fight against communicable diseases such as polio. The fundamental argument made in 
this chapter was that the history of the NICD, or more specifically the PRF, legitimizes the 
authority and expertise of the NICD as being the protectors of public health.  This history acts 
a reminder to the public of how biomedical belief systems pioneered a vaccine that successfully 
placed the transmission of the polio virus to a halt. Thus, by so doing, the legitimacy of 
biomedical ‘knowledge’ was bolstered.  
Furthermore, in chapter five, through using meetings I observed the NICD as a window into 
the worldviews of public health professionals, specifically with regards to how public health 
knowledge is produced. I made the argument that the lack of inter-translatability of scientific 
information makes it difficult for lay people to fully grasp public health information. As a 
consequence, in chapter six and seven, using the vaccine-adverse event as an example, I argued 
that public health professionals navigate this shortfall through controlling outbreak narratives 
through sometimes moulding information to avoid misinterpretation. Additionally, they 
sometimes use lay people who conform to biomedical practices to conduct health promotion 
on their behalf.  
Most importantly the vaccine-adverse event was a threat to the legitimacy of the NICD. It 
threatened to discredit the value and importance of the polio vaccine which represents the 
legacy of the NICD. As much as the work of public health professionals at the NICD is about 
protecting public health, I showed it is further about protecting and preserving their legacy of 
always being able to produce ‘knowledge’ that impeded the transmission of communicable 
diseases in a form of vaccination.  The outbreak response activities observed in both chapter 
six and seven were geared towards achieving this practical end. 
While vaccine hesitancy represents, to a lager extent, difference in ideologies and worldviews, 
it is of paramount importance that public health professionals not view this difference as a 
barrier that hinders the successful implementations of public health activities such as 
vaccination, but as a bridge and an opportunity to learn more about the implications 
surrounding their work and how they can embrace this difference to produce public health 
programs that take heed to the concerns of vaccine hesitant individuals. 
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Ultimately, as bell hooks44 (1996) states,         
“… I want there to be a place in the world where people can engage in one another’s 
difference in a way that is redemptive, full of hope and possibility. Not this ‘In order 
to love you, I must make you something else.’ That’s what domination is all about, 
that in order to be close to you, I must possess you, remake and recast you”  
I hope my dissertation, is a contribution to creating this world that hooks hints at, where 
across our ‘knowledge’ and ‘belief’ systems, we (co)create worldviews that are 
redemptive and work against domination. In this world, as hooks states, there is 












                                                          
44 ‘bell hooks’ is a pen name for Gloria Jean Watkins. This quote was sourced from one of her works titled 
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